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CANCER  OF  CERVIX  UTERI 

Late  Local  Recurrence  or  Late  Radiation  Cancer 


• Cancer  of  the  cervix,  when  it  occurs  after  ir- 
radiation, usually  does  so  within  two  or  three 
years.  The  author  describes  a simple  method  of 
management  for  what  (after  ten  years)  would 
probably  be  the  late  appearance  of  new  cancer 
in  already  predisposed  tissue  or  a late  radiation- 
induced  cancer. 


Local  recurrence  of  cancer  of  the  cervix 
in  the  cervix  or  vaginal  apex  many  years  after 
primary  treatment  by  x-ray  and  radium  ther- 
apy has  been  cited  by  many  authors  as  one 
of  the  reasons  for  recommending  primary 
radical  surgical  removal  of  this  disease.  A 
recent  case  prompted  me  to  review  my  own 
experience  with  this  complication. 

A consecutive  series  of  485  cases  admitted 
from  1935  to  1949  to  the  Carpenter  Memorial 
Clinic  and  an  additional  series  of  109  patients 
treated  from  1950  to  1956  were  reviewed. 
Cases  not  suitable  for  analysis  were  elimin- 
ated; namely,  cases  admitted  for  diagnosis 
only,  for  observation  only  after  treatment 
elsewhere,  for  treatment  of  recurrent  or  meta- 
static cancer,  or  for  terminal  care.  There 
remain  464  personally  treated  patients  who 
received  radium  therapy  and  in  most  instances 
x-ray  therapy  as  well.  The  technical  details 
of  treatment  have  been  published  elsewhere 
and  need  not  concern  us  here.  In  general. 


Dr.  Hynes  is  Chief  in  Neoplastic  Disease.  St.  Francis  Hospital; 
Consultant  and  former  Director  of  the  Carpenter  Memorial  Clinic, 
Memorial  Hospital,  Wilmington. 


John  F.  Hynes,  M.D. 

the  radium  dosage  varied  from  4,500  to  6,000 
miligram  hours  in  a single  application  of  two 
or  three  days  duration.  The  diagnosis  of 
cancer  was  verified  in  every  case  by  histologic 
examination.  Cases  of  carcinoma  in  situ  are 
not  included  in  this  study.  The  number  of 
patients  treated  and  the  follow-up  period  is 
shown  in  Table  I.  {See  next  page) 

From  the  first  group  of  355  treated  patients 
there  were  188  survivors  (53%)  who  could 
be  followed  for  5 years  and  147  (41%),  for 
10  years.  Sixty-five  patients  have  been  fol- 
lowed 15  years,  and  40,  for  20  years.  From 
the  second  group  of  109  patients,  87  treated 
cases  have  been  followed  from  6 to  12  years, 
and  59  (68%)  survived  5 or  more  years.  The 
improved  survival  rate  in  these  patients  prob- 
ably indicates  earlier  cases  reporting  for  priv- 
ate care  and,  therefore,  a more  favorable 
selection  of  cases  rather  than  an  improved 
technique  of  treatment. 

We  have  then  a total  of  247  patients  who 
have  survived  at  least  5 years  following  treat- 
ment and  177  patients  who  survived  10  or 
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TABLE  1 

SURVIVORS  OF  CERVIX  CANCER  IRRADIATED 


All  Cases 

Total  Treated 

5 Years 

Survival 

10  Years  15  Years 

20  Years 

A.  1935-1949 

(Carpenter  Clinic) 

485 

355 

188  (53%) 

147  (41%) 

65 

40 

B.  1950-1956 

(Personal  Series) 

109 

87 

59  (68%) 

30+ 

TOTAL 

594 

442 

247 

177+ 

65 

40 

more  years,  who  might  develop  late  recur- 
rence of  cancer  in  the  cervix  or  vaginal  apex. 
The  vaginal  apex  is  specified  because  fre- 
quently the  cervix  is  so  obliterated  by  treat- 
ment one  cannot  define  its  exact  extent. 
These  heavily  irradiated  patients  frequently 
present  on  examination  well-marked  atrophy 
of  the  upper  third  of  the  vagina,  with  tel- 
angiectasia and  recurring  superficial  excoria- 
tion. The  usual  senile  changes  develop 
throughout  the  vagina  and  vulva  as  the  re- 
sult of  radiation  castration  except  in  the  rare 
patient  who  continues  to  produce  extrogens, 
possibly  of  adrenal  origin,  and  in  those  pa- 
tients who  receive  local  or  systemic  estrogen 
therapy.  Some  patients,  particularly  the 
elderly,  or  the  widowed,  develop  complete  ob- 
literation of  the  upper  one-third  or  one-half 
of  the  vagina  and  follow-up  examination  is 
based  largely  upon  the  rectal  findings. 

Of  the  247  five-year  survivors  and  177  ten- 
year  survivors,  no  patients  developed  recur- 
rence of  cancer  in  the  cervix  within  10  years. 
Such  recurrencies  usually  took  place  within 
the  first  year  or  two  after  treatment  and  were 
associated  with  a fatal  outcome.  However, 
we  have  seen  three  instances  of  cancer  de- 
veloping in  the  vaginal  apex  more  than  ten 
years  after  treatment. 

The  first  such  late  recurrence  developed  in 
a young  mulatto  female  who  was  originally 
treated  in  April,  1941,  for  an  epidermoid  car- 
cinoma of  the  cervix.  She  was  followed  at 
six-month  intervals  until  October,  1951,  dur- 
ing which  time  she  showed  no  evidence  of 
recurrent  disease.  In  August,  1952,  ten  months 
after  her  last  examination,  she  returned  with 
an  infiltrating  carcinoma  involving  the  vaginal 
apex.  A pan-hysterectomy  with  removal  of 


the  upper  half  of  the  vagina,  a cystectomy  with 
implantation  of  the  ureters  into  the  colon,  and 
a pelvic  node  dissection  was  performed  in  Sep- 
tember, 1952.  In  December,  1955,  she  was 
explored  and  found  to  have  extensive  lymph 
node  involvement  in  the  right  side  of  the 
pelvis  and  a right  hydronephrosis.  She  died 
from  spread  of  disease  in  July,  1956,  fifteen 
years  after  her  original  treatment  and  four 
years  after  the  development  of  a new  cancer. 
The  extensive  lymph  node  recurrence  at  her 
second  operation  suggests  that  the  radical 
pelvic  lymph  node  dissection  performed  in 
1952  was  far  from  complete. 

A second  patient  was  treated  in  October, 
1944,  for  epidermoid  carcinoma  of  the  cervix. 
In  April,  1957,  vaginal  smears  were  reported 
positive  for  malignant  cells.  A biopsy  ob- 
tained from  the  upper  vagina  (M.  H.  :^1440- 
57)  was  reported  as  epidermoid  carcinoma  in 
situ.  The  patient  had  a total  abdominal  hys- 
terectomy and  excision  of  the  upper  half  of 
the  vagina.  The  report  on  her  operative  speci- 
men was  myoma  of  uterus;  apparently  no  car- 
cinoma was  found  in  the  surgical  specimen. 
She  remains  well  as  of  January  29,  1962. 

The  third  case  is  the  subject  of  this  report. 
She  was  originally  treated  for  an  epidermoid 
carcinoma  of  the  cervix,  stage  2,  in  February, 
1961;  that  is,  more  than  eleven  years  prior 
to  the  development  of  a new  cancer. 

In  addition  to  the  three  cases  in  this  series, 
another  patient  treated  elsewhere  17  years 
before  was  seen  and  given  radical  surgical 
treatment. 

Case  Reporl 

The  patient,  now  61  years  of  age,  was  ir- 
radiated for  carcinoma  of  the  cervix  early  in 
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1951  and  remained  well  until  two  or  three 
months  prior  to  admission.  She  reported  for 
periodic  vaginal  examination  at  six-month 
intervals.  In  May,  1962,  examination  was 
normal  except  for  well-marked  atrophy  of  the 
vaginal  apex.  The  cervix  was  completely  ob- 
literated and  the  cervical  canal  could  not  be 
identified.  In  August,  1962,  she  had  several 
episodes  of  slight  vaginal  spotting.  Examina- 
tion on  October  11,  1962,  showed  a minute 
granular  area  which  bled  readily  on  the  left 
side  of  the  vaginal  apex.  A biopsy  from  this 
was  reported  as  epidermoid  carcinoma,  and 
vaginal  smears  were  reported  as  Papanicolaou 
Class  V (malignant  cells  present).  On  re- 
examination, and  again  on  examination  under 
anesthesia  at  the  time  of  operation,  there  was 
no  visible  or  palpable  tumor.  The  cervical 
canal  could  not  be  identified.  The  vagina 
felt  leathery  but  not  particularly  hard  and 
the  parametrium  was  soft  and  flexible.  Various 
studies  such  as  x-ray  examination  of  the 
lungs,  electrocardiogram,  excretory  pyelogram, 
blood  chemistries,  and  blood  counts  were  with- 
in normal  range. 

Clinical  Diagnosis 

The  clinical  impression  was  carcinoma  in 
situ  of  the  vaginal  apex,  probably  late  radia- 
tion cancer.  On  November  9,  1962,  a vagin- 
ectomy was  performed.  The  patient  was  rela- 
tively frail  and  radical  abdominal  surgery 
was  considered  unwise.  The  vaginectomy 
was  accomplished  as  follows. 

A Schuchardt  incision  was  made  on  the 
left  side  extending  about  4 cm.  within  the 
vagina  to  obtain  good  exposure  of  the  upper 
vagina.  This  was  carried  down  to  the  levator 
muscle  and  the  medial  half  of  the  levator  ani 
was  divided.  A circular  incision  was  made 
through  the  vaginal  wall  at  the  upper  level 
of  the  Schuchardt  incision;  that  is,  about  4 cm. 
within  the  vaginal  introitus.  The  entire 
vagina  was  carefully  dissected  free  from  the 
rectum  posteriorly,  the  urethra  and  bladder 
anteriorly  until  the  blind  apex  of  the  vagina 
had  been  passed.  The  incision  was  then  car- 
ried transversely  through  the  fibrous  tissue 
that  represented  the  stump  of  the  cervix.  No 
cervical  canal  was  encountered  at  any  time. 


This  cylinderical  specimen,  including  upper 
vagina  and  its  apex,  was  submitted  for  micro- 
scopic examination.  The  resulting  defect 
could  well  have  been  left  to  obliterate,  but  it 
was  thought  advisable  to  maintain  the  vaginal 
opening  for  future  examination.  Therefore, 
a 3 X 6 inch  strip  of  split-thickness  skin  graft 
was  folded  over  a tampon  and  inserted  into 
the  vaginal  apex.  The  Schuchradt  incision 
was  sutured  in  the  usual  manner,  and  a small 
drain  in  the  perineal  fat  was  brought  out  at 
the  lower  angle  of  this  incision.  After  five 
days  the  vaginal  packing  was  removed,  by 
which  time  most  of  the  skin  graft  had  be- 
come vascularized  from  the  surrounding  tissue 
leaving  what  seemed  to  be  an  adequate  upper 
vagina.  Patient  made  an  uneventful  recovery 
from  operation.  The  final  pathologic  report 
was  as  follows:  “Gross:  Examination  reveals 
a resected  segment  of  vagina  measuring  3.5 
cm.  in  length  and  2 cm.  in  diameter.  At  the 
apex  of  the  vagina  is  a mass  of  greyish  white 
firm  fibrous  appearing  tissue  approximately  2 
cm.  in  diameter  representing  the  remnants  of 
the  cervix.  Located  in  the  apical  region  is  a 
small  dimpling  of  the  atrophic  vaginal  mucosa. 
This  may  represent  the  previous  biopsied  site. 
No  evident  tumor  is  noted  on  gross  examina- 
tion. 

Miscroscopic:  Histological  examination  of 
multiple  sections  taken  from  the  vaginal  and 
cervical  tissue  shows,  in  the  area  of  the  dimp- 
ling, noted  in  the  gross,  granulation  tissue 
and  chronic  inflammatory  reaction  represent- 
ing biopsied  site.  Adjacent  to  this  area,  the 
squamous  epithelium  is  atypical,  the  cells 
showing  loss  of  polarity  together  with  hetero- 
type mitotic  figures.  This  epithelium  shreds 
and  tears  away  easily  from  the  underlying 
vaginal  tissues  in  a way  which  is  typical  of 
carcinoma  in  situ.  In  one  area,  the  atypical 
cells  are  lying  in  small  clumps  just  beneath 
the  atypical  epithelium  and  the  lesion,  appar- 
ently, is  showing  extremely  early  break  away. 
I believe  the  features,  here,  are  those  of  an 
epidermoid  carcinoma  in  situ  showing  early 
infiltrations,  the  lesion  having  originated  from 
the  vagnal  squamous  epithelium  probably 
representing  a new  carcinoma  rather  than 
spread  from  the  previous  epidermoid  car- 
cinoma of  the  cervix,  and  it  may  be  noted  that 
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multiple  sections  taken  from  the  cervical 
tissues  show  dense  fibrous  scar  tissue  only. 

Diagnosis:  Epidermoid  carcinoma  in  situ 
of  vagina  with  early  superficial  infiltration.” 

The  superficial  nature  of  the  patient’s  can- 
cer in  this  case,  the  occurence  of  carcinoma 
in  situ  in  one  of  the  two  other  cases  in  this 
group  and  the  long  time  interval  elapsing  be- 
tween original  treatment  and  the  development 
of  the  cancer  strongly  suggests  that  these  pa- 
tients have  developed  a new  cancer.  We  be- 
lieve that  these  may  well  be  late  radiation 
cancers  developing  in  mucosa  damaged  by 
previous  heavy  irradiation.  The  weight  of 
the  evidence  seems  to  be  strongly  against  re- 
current cancer  which  in  our  experience  de- 
velops within  a year  or  two  of  the  primary 
treatment.  The  possibility  of  a second  cancer 
developing  in  a patient  so  predisposed  that 
an  original  cervix  cancer  appeared,  of  course, 
cannot  be  ruled  out.  We  think,  however,  that 
recurrent  cancer  in  the  sense  of  cancer  re- 
maining over  many  years  and  then  suddenly 
becoming  active  is  extremely  unlikely  in  the 
cases  described. 

Summary 

1.  The  possibility  of  late  recurrence  of 
cancer  is  one  of  the  arguments  used  to  favor 


surgical  treatment  of  cancer  as  opposed  to 
radiation  therapy. 

2.  Late  local  recurrence  we  define  as  cancer 
occurring  in  the  cervix  or  adjacent  vaginal 
apex  more  than  five  years  after  the  initial 
radiation  therapy. 

3.  Such  recurrence  might  be  due  to  regen- 
eration of  cancer  cells  which  had  been  inactive 
for  a long  period  or  to  a new  cancer  developing 
in  tissue  that  gave  rise  to  the  first  or  to  the 
late  effects  of  radiation  damage  to  the  epithe- 
lium. We  favor  the  latter  explanation. 

4.  Late  recurrence  of  cervix  cancer  is  ex- 
tremely rare  in  our  experience  (3  of  442  pa- 
tients treated,  of  whom  247  could  be  followed 
at  least  five  years.) 

5.  All  of  our  late  recurrences  developed- 
more  than  10  years  after  treatment.  (11,  11, 
and  14  years  respectively.)  Therefore,  we 
think  they  are  probably  late  effects  of  radia- 
tion damage  rather  than  true  recurrence  of 
cancer. 

6.  Prolonged  follow-up  patients  periodically 
for  the  duration  of  life  is  therefore  indicated. 

7.  The  conservative  management  of  such  a 
case  is  described. 


CLINICAL  CENTER  STUDIES 

The  cooperation  of  all  physicians  is  asked  in  referring  patients  for  three  clinical 
studies  to  the  National  Institutes  of  Health,  a.)  Reiter’s  syndrome,  characterized  by 
a triad  of  arthritis,  urethritis  and  conjunctivitis.  Contact:  Joseph  J.  Bunim,  M.D., 
Clinical  Director  of  Arthritis  and  Metabolic  Diseases,  b.)  Chronic  myelogenous  leu- 
kemia. Patients  in  the  20  to  40  year  age  group  are  particularly  requested.  Contact: 
Dr.  Paul  P.  Carbone,  Chemotherapy  Service,  National  Cancer  Institute,  c.)  Glycogen 
storage  disease.  Patients  are  needed  for  further  study  of  metabolic  errors  leading 
to  this  group  of  disorders  and  for  the  elaboration  of  methods  for  prevention  and 
treatment.  Contact:  Paul  A.  di  Sant’Agnese,  M.  D.,  National  Institute  of  Metabolic 
and  Arthritic  Disease,  Bethesda,  Maryland. 
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1 ADVANCES  tN  PEPTIC  ULCER  TREATMENT 
A Plea  for  Ulcer  Prevention 


• Can  we  prevent  the  development  of  duodenal 
ulcers?  The  author  believes  that  we  are  in  need 
of  large  scale  studies  either  to  agree  or  oppose 
the  theory  of  prevention  outlined  in  this  article 
and  cautions  us  to  consider  the  possibility  of  this 
condition  in  even  a teenager. 


G.  S.  Serino,  M.D. 


Peptic  ulcer  is  a common  disease  and  the 
incidence  is  increasing.  It  is  estimated  that 
more  than  375,000  persons  consult  physicians 
each  month  because  of  disorders  arising  from 
this  ailment.  Fortunately,  not  all  patients 
suffering  with  an  ulcer  require  operation. 
Avery  Jones  has  estimated  that  about  one- 
half  of  the  patients  with  gastric  ulcer  and 
one-third  of  those  with  duodenal  ulcer  need 
surgical  relief. 

After  reviewing  250  peptic  ulcer  cases  seen 
in  the  past  several  years,  it  was  decided  to 
review  the  up-to-date  literature  on  this  disease 
so  as  to  project  it  into  the  future  welfare  of 
the  surgical  ulcer  patient. 

For  present  purposes  it  may  be  assumed 
that  non-operative  treatment  belongs  to  the 
realm  of  the  physician,  and  details  of  such 
treatment  are  beyond  the  scope  of  this  paper. 
In  general,  however,  it  may  be  said  that 
medical  treatment  of  the  ulcer  patient  has 
advanced  rapidly  in  the  past  few  years.  The 
more  frequent  occurrence  of  peptic  ulcera- 
tion in  persons  with  blood  group  O focuses 
attention  upon  the  importance  of  heredity  in 
ulcer  genesis.  Clarke  et  al,  showed  the  non- 
secretors  are  45  percent  more  likely  to  get 
duodenal  ulcers  than  secretors.  The  two  com- 


Dr.  Serino  is  Chief  in  Surgery,  St.  Francis  Hospital;  Courtesy 
Staff,  Wilmington  General  Hospital,  Wilmington,  Delaware. 


ponent  mucus  barrier  protective  theory  of 
Hollander,  and  the  finding  of  plasma  protein 
in  gastric  secretion,  give  us  a new  perspective 
into  the  defensive  mechanisms  rather  than 
the  secretory  mechanisms  of  ulcer  production. 
The  remarkable  medical  results  as  reported 
by  Sun,  in  which  he  combines  antacid  therapy 
with  the  newer  anticholinergic  drugs,  the 
dosage  tailored  to  the  patient,  is  indeed  a 
clear  break-through  in  ulcer  management. 
His  recurrence  rate  of  8 per  cent — as  com- 
pared with  existing  rates  as  surveyed  by  Al- 
thauseun,  in  1949,  of  46  to  93  per  cent  means 
a definite  decrease  in  ulcer  patients  seeking 
relief  of  their  symptoms  through  surgery.  This 
marks  a new  era  in  medical  management  of 
the  ulcer.  The  recent  (May,  1962)  report  by 
Wangensteen  et  al,  on  achieving  “Physio- 
logical Gastrectomy”  by  gastric  freezing,  gives 
the  profession  another  simple  and  effective 
means  in  achieving  relief  from  peptic  ulcer. 
It  now  seems  from  these  reports  that  modern 
medical  science  has  the  ulcer  problem  well 
under  control.  This  is  a period  of  active  re- 
search in  all  phases  of  the  ulcer  problem. 

These  inclusive  facts  may  make  it  possible 
to  prevent  ulcer  occurrence  in  the  young. 
When  digestive  symptoms  first  appear  in  the 
teen-aged  patient  a full  study  may  make  pre- 
vention possible.  How?  If  the  history  shows 
that  the  patient  has  a near  relative  who  has 
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an  ulcer,  and  if  the  young  patient  is  blood 
group  O he  has  a forty  per  cent  higher  lia- 
bility to  duodenal  ulcer  than  those  who  belong 
to  other  ABO  groups.  Then  his  ability  to 
secrete  ABO  substances  in  the  body  fluids 
should  be  determined.  What  is  the  patient’s 
secretor  status?  If  the  patient  is  a non-secre- 
tor  we  know  his  chances  for  getting  an  ulcer 
is  45  per  cent  higher  than  secretors.  When 
these  criteria  are  established — it  may  be  said 
that  these  patients  are  ulcer  vulnerable.  Doll, 
has  shown  that  hypersecretion  early  in  life  is 
associated  with  the  development  of  an  ulcer 
later  in  life. 

Early  Investigation 

It  is  logical  to  assume  that  many  of  these 
patients  may  be  spared  an  ulcer  by  early  in- 
vestigation. Futhermore,  proper  advice  con- 
cerning, how  and  what  to  eat,  how  to  work, 
how  to  play,  when  to  drink,  and  when  to 
smoke,  and  what  drugs  to  avoid — all  these 
may  prevent  a lifetime  of  misery.  This  entirely 
new  viewpoint,  not  expressed  anywhere  in 
the  extensive  literature  reviewed,  I believe,  is 
worthy  of  trial.  Is  it  not  better  to  prevent 
than  to  cure?  To  give  proper  advice  and 
drug  therapy  to  prevent  ulcer  disease?  This 
may  prove  more  rewarding  than  its  applica- 
tion once  the  ulcer  is  fully  developed  and 
chronic. 

From  the  surgical  standpoint  it  must  be 
stated  that  the  prospects  of  operative  treat- 
ment, already  good,  are  continually  improving. 
The  operative  mortality  is  between  one  and 
three  percent.  This  is  certainly  much  less 
than  the  risk  of  a fatal  complication  develop- 
ing in  the  untreated  ulcers.  It  is  estimated 
that  ninety  per  cent  of  patients  submitted  to 
surgery  have  a good  to  excellent  result.  The 
small  percentage  whose  results  are  seriously 
disappointing,  must  not  be  allowed  to  obscure 
the  benefits  available  to  the  great  majority. 

Many  surgeons  believe  that  a number  of  the 
fair  to  poor  results  of  surgery  are  due  to  the 
operation  being  carried  out  in  psychologically 
unsuitable  patients.  In  the  presence  of  an 
organic  lesion,  emotional  instability  may  be 
difficult  to  determine.  There  is  no  doubt  that 
alcoholics  are  poor  operative  risks.  So  many 
of  these  patients  have  post-gastrectomy 


troubles.  Post-gastrectomy  symptoms  are 
more  likely  if  a patient  with  only  mild  sym- 
ptoms is  submitted  to  operation.  Once  a pa- 
tient has,  in  spite  of  medical  measures,  begun 
to  lose  sleep  on  account  of  night  pain  or  he 
has  become  unfit  to  do  his  work  then  surgery 
must  be  considered.  The  acute  ulcer  is  a 
medical  ulcer — it  is  unwise  to  perform  surgery 
in  these  patients.  If  these  patients  were 
treated  by  gastrectomy  many  would  lose  their 
stomachs  unnecessarily.  The  patient  who 
demands  operation  without  previous  adequate 
medical  treatment  will  pay  little  attention 
to  any  advice;  and  surgery  may  be  totally  un- 
satisfactory. Ulcers  that  have  penetrated  ad- 
jacent structures  causing  back  pain,  heal 
poorly  or  not  at  all — these  patients  run  the 
risk  of  hemorrhage  or  of  a free  perforation 
and  operation  is  advisable. 

The  Gastric  Ulcer 

The  gastric  ulcer  presents  the  question  of 
cancer.  In  spite  of  examinations  by  x-ray, 
gastroscopy  and  exfoliative  cytology,  errors 
in  differentiating  ulcerated  cancer  from  be- 
nign ulcers  may  exist.  Gastric  ulcers  occurring 
in  the  usual  site,  that  do  not  heal  in  six  to 
eight  weeks  should  be  suspected  of  being 
malignant  and  treated  surgically.  Welch,  be- 
lieves that  on  account  of  the  possibility  of  the 
lesion  being,  or  subsequently  giving  rise  to 
a cancer  it  is  safer  to  operate  on  any  gastric 
ulcer  detected  in  a patient  with  histamine- 
fast  achlorhydria  or  full-blown  pernicious 
anemia.  Is  is  estimated  that  about  a fifth  of 
ulcers  in  the  pyloric  area  and  one-sixth  of  the 
rare  ulcers  on  the  greater  curvature  are  ma- 
lignant. Some  believe  that  any  ulcer  found 
in  an  unusual  location  should  be  treated  by 
operation. 

The  medical  and  surgical  approach  to  the 
ulcer  problem  is  the  same.  The  former  use 
antacids  to  neutralize  hydrochloric  acid,  and 
anticholinergic  drugs  that  inhibits  the  vagel 
mechanism  which  in  turn  decreases  acid  secre- 
tion. Surgeons  reduce  the  amount  of  acid 
produced  by  the  stomach  by:  1.  Excision  of  a 
portion  of  the  acid  secreting  cells.  Since  these 
are  suituated  mainly  in  the  body  and  fundus 
of  the  stomach — of  necessity  the  fundal  cells 
remain  in  a 65  to  75  per  cent  gastrectomy.  2. 


6 


January,  1963 


Advances  in  Peptic  Ulcer  Treatment — Serino 


Excision  of  the  pyloric  antrum — this  secretes 
the  hormone  gastrin  which  stimulates  the 
stomach  glands  to  secrete  acid  during  the 
gastric  phase  of  digestion.  3.  Vagotomy — the 
vagus  nerves  control  both  the  secretory  and 
motor  power  of  the  stomach  (parasympa- 
thetic). This  removes  the  cephalic  or  nervous 
phase  of  acid  secretion;  according  to  Drag- 
stedt,  the  output  of  acid  in  the  fasting  noc- 
turnal gastric  secretion  falls  below  the  level 
found  in  normal  people.  Surgically,  neutraliz- 
ation of  acidity  is  produced  by  the  introduc- 
tion into  the  stomach  of  alkaline  duodenal 
contents. 

Operative  Choice 

In  the  cases  reviewed,  when  surgery  was 
indicated,  the  operative  choice  was  gastrec- 
tomy. A report  by  Visick  showing  that  a 
high,  radical  gastrectomy  produced  almost 
complete  exclusion  of  jejunal  ulceration  was 
the  reason  for  selecting  gastrectomy.  Follow- 
ing this  procedure  however,  it  was  shortly 
noted  that  the  occurrence  of  postgastrectomy 
syndrome  increased  in  severity.  The  results 
with  vagotomy  and  a drainage  procedure,  in 
a small  number  of  cases,  were  much  less  satis- 
factory than  gastrectomy. 

Just  as  the  medical  doctor  is  now  treating 
not  only  the  ulcer  but  a patient  with  an  ulcer, 
and  his  proper  understanding  of  the  whole 
patient  and  the  whole  disease;  so  it  is  today 
with  the  surgeon. 

From  the  up-to-date  literature,  and  from 
personal  communications  the  approach  to 
surgery  for  duodenal  ulcer  is  being  tailored 
to  the  patient.  The  present  thinking  is  that 
there  is  no  one  specific  operation  that  can  be 
regarded  as  ideal  for  all  patients.  Bruce  et  al 
(1959)  are  exploring  the  use  of  maximal  hista- 
mine stimulation  of  secretion  as  a guide  to 
the  best  type  of  operation.  This  is  based  on 
work  by  Kay  in  which  he  increased  the  dose 
of  histamine  and  neutralized  the  systemic 
effects  with  an  anti-histamine.  He  demon- 
strated that  the  volume  of  the  gastric  response 
rose  with  increasing  doses  up  to  four  times 
the  normal  body-weight  dose,  but  thereafter 
more  histamin  produced  no  greater  volume. 
This  test  clearly  showed  that  a high  propor- 


tion of  duodenal  ulcer  patients  hypersecrete. 
And  this  fits  in  with  the  hypotheses  that  there 
is  a greater  parietal  cell  mass  in  those  with 
duodenal  ulcers  as  compared  with  normals. 
That  this  is  so  has  been  shown  by  Cox  (1959), 
who  from  measurements  of  the  stomach  at 
necropsy,  demonstrated  that  those  with  duo- 
denal ulcer  have  larger  stomachs  and  more 
acid  secreting  cells  than  the  general  popula- 
tion. Men  have  larger  stomachs  than  women 
— and  secrete  50  percent  more  acid  and  pepsin 
than  women  but  there  is  no  difference  in  the 
rate  of  emptying  of  the  stomach.  It  has  been 
suggested  that  there  may  be  two  components 
to  this  secretory  cell  mass;  it  may  be  heredi- 
tary and  genetically  controlled,  or  it  may  be 
due  to  hyperplasia  as  a result  of  long  continual 
dietetic  over-stimulation  or  both  factors  may 
operate. 

From  this  evidence  it  is  concluded  that  de- 
pending on  the  individual  patient  one  of  the 
following  operations  could  be  tailored  to  suit 
the  individual  patient.  1.  Vagotomy  com- 
bined with  posterior  or  anterior  gastroenter- 
ostomy. 2.  Vagotomy  combined  with  antrec- 
tomy. 3.  Vagatomy  combined  with  pyloro- 
plasty. 4.  Partial  gastrectomy  (65  to  75  per 
cent  resection).  5.  Segmental  gastric  resec- 
tion and  pyloroplasty.  This  current  policy 
advocated  by  Hoerr  accepts  the  fact  that  there 
is  no  one  specific  operation  that  can  be  re- 
garded as  ideal  for  all  patients.  In  the  ex- 
perience of  Roth,  the  results  of  subtotal  gas- 
trectomy and  vagotomy  are  superior  to  those 
of  an  adequate  gastric  resection  alone  as  far 
as  a preventing  ulcer  recurrence.  The  incident 
of  protracted  dumping  sensations  or  diarrhea 
after  each  of  these  operations  is  nearly  the 
same.  Stock  believes  that  vagotomy  and 
either  gastro-enterostomy  or  pylorectomy, 
which  procedures  leave  an  adequate  gastric 
resevoir,  are  unlikely  to  precipitate  nutritional 
deficiencies. 

For  the  perforated  ulcer  the  surgeon  has  at 
his  command  three  types  of  treatment.  1.  Non- 
operative treatment  advocated  by  Wagensteen 
and  popularized  by  Taylor.  According  to 
Taylor  there  are  a few  absolute  indications 
for  the  “conservative  or  aspiration”  treatment. 
These  are:  1.  Uncertainty  of  differentiation 
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between  perforated  ulcer  and  a condition  in 
which  operation  might  prove  dangerous  (coro- 
nary thrombosis,  etc.)  2.  Lack  of  adequate 
operating  facilities  (at  sea,  etc.)  3.  Refusal  to 
submit  to  operation. 

The  choice  of  operative  treatment  lies  be- 
tween simple  suture  of  the  perforation  and 
immediate  gastrectomy.  Simple  closure  is  the 
standard  procedure.  This  operation  is  rapid 
of  execution  and  one  of  technical  simplicity. 
However,  it  has  been  revealed  by  careful  fol- 
low-up investigations  by  several  groups  in- 
cluding McCaughan  and  Bowers  that  only  5 
to  25  per  cent  of  patients  treated  by  simple 
suture  are  permanently  cured.  Nearly  50  per 
cent  continue  to  have  symptoms.  About  10 
per  cent  perforate  a second  time;  usually  in 
young  patients.  Thirty  to  fifty  per  cent  event- 
ually require  gastrectomy  for  obstructive 
symptoms  or  for  intractable  pain. 

Immediate  partial  gastrectomy  has  the  ad- 
vantage of  combining  the  definite  treatment 
of  ulcer  and  the  emergency  treatment  of  per- 
foration. This  procedure  spares  the  patient 
a prolonged  and  indefinite  period  of  medical 
treatment  and  uncertainity  about  future  sur- 
gery. Lawden  has  no  deaths  in  a series  of  51 
perforations  treated  by  gastrectomy  but  four 
patients  not  suitable  for  resection  died — 
giving  him  a mortality  rate  of  6 per  cent.  The 
mortality  for  simple  suture  has  been  as  high 
as  seventeen  percent.  The  operation  should 
be  done  only  on  patients  who  have  perforated 
for  not  more  than  six  to  eight  hours,  are  not 
in  shock,  and  are  in  good  general  condition. 
It  is  contraindicated  when  there  is  present  a 
purulent  peritonitis  and  ileus  or  when  some 
other  serious  disease  is  present.  Aged  patients 
are  less  liable  to  recurrent  ulceration  and 
since  they  tolerate  prolonged  surgical  opera- 


tions not  as  well  as  the  young  or  middle  aged, 
the  simple  closure  operation  is  preferred.  It 
is  agreed  by  most  surgeons  that  the  acute 
ulcer  is  best  treated  by  simple  suture.  Partial 
gastrectomy  is  the  operation  of  choice  when 
perforation  is  associated  with  pyloric  stenosis 
or  hemorrhage.  The  mortality  with  simple 
suture  of  gastric  perforation  is  twenty-five  to 
thirty  per  cent.  Since  the  risk  of  malignancy 
in  these  cases  is  considerable  many  surgeons 
prefer  to  treat  all  gastric  ulcers  of  this  nature 
by  partial  gastrectomy. 

Summary 

Recent  advances  in  the  medical  treatment 
of  ulcer  disease  by  individualization  of  the 
patient  in  ulcer  therapy  to  bring  about  com- 
plete healing  of  the  ulcer  is  based  on  a sound 
physiological  principle. 

The  prevention  of  ulcer  recurrence  as 
demonstrated  by  Sun  may  definately  reduce 
the  number  of  patients  that  will  require  sur- 
gical relief  for  their  ulcer.  This  is  as  it  should 
be.  The  removal  of  an  organ  (stomach)  about 
which  so  little  is  known  is  not  in  the  best 
interest  of  the  patient. 

When  ulcer  patients  need  surgery  the  con- 
tinually improving  results  show  a very  low 
operative  mortality  rate.  The  modern  sur- 
geon has  at  his  command  a variety  of  opera- 
tive procedures  designed  or  tailored  to  fit  the 
needs  of  each  individual  patient. 

Digestive  symptoms  in  the  teen-aged  pa- 
tient deserve  full  study.  If  the  history  shows 
that  the  patient  has  a near  relative  who  has 
an  ulcer,  if  he  is  blood  group  O,  and  a non- 
secretor,  with  stomach  acid  hypersecretion  he 
may  be  ulcer  vulnerable.  A full  modern  ulcer 
regime  at  this  time  may  prevent  the  develop- 
ment of  a duodenal  ulcer. 


HOME  ACCIDENTS  TO  AGING 

To  halt  the  mounting  toll  of  home  accidents  to  aged  persons,  the  National  Society  for 
Crippled  Children  and  Adults  has  released  a professionally-prepared  safety  check 
list  which  is  available  to  the  public.  Contact  the  Delaware  Chapter  in  Wilmington 
for  free  copies. 
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EARLY  DETECTION  IN  DIABETES  MELLITUS 
Diabetes  Detection  in  Delaware 


• Diabetes  detection  and  education  are  synony- 
mous to  the  clinical  and  lay  members  of  the  Dela- 
ware Diabetes  Association.  Diabetes  detection 
in  Delaware  has  made  rapid  strides  since  the 
birth  of  the  organization  in  1958. 


In  1939,  Sindoni  determined  the  relation- 
ship between  blood  sugar  and  urine  sugar, 
and  concluded  that  the  use  of  the  blood  sugar 
as  a guide  for  the  detection  and  treatment  of 
diabetes  was  superior  to  the  urine  analysis. 
Sindoni  and  Gerber  examined  35  non-diabetics 
at  the  Philadelphia  General  Hospital  in  1939, 
and  found  the  post-prandial  blood  sugar  at 
one-half  hour  intervals  one-half  to  three  hours 
after  a meal  did  not  exceed  the  fasting  sugar 
level.  In  1946,  100  more  non-diabetics  were 
reported  by  Sindoni,  who  had  feasting  sugars 
one-half  to  four  hours  after  a test  meal.  This 
test  meal  consisted  of  32  grams  of  protein,  63 
grams  of  fat,  and  96  grams  of  carbohydrate, 
approximately  1000  calories,  and  was  of  the 
breakfast  type.  At  no  time  following  the 
meal  did  the  blood  sugar  rise  above  the  ac- 
cepted maximum  fasting  level  of  120  mg..* * 
Orent-Keiles  and  Hallman,  United  States 
Public  Health  Service,  did  similar  studies  in 
1949,  using  the  capillary  blood  sugar  method, 
and  verified  these  findings.  In  1951,  Acker- 
man and  I analsed  245  cases,  and  obtained  an 
average  probable  normal  2-hour  post-prandial 
sugar  of  104.8  mg.  per  100  cc  of  blood. 

In  1958,  a publication  from  our  Metabolic 
Clinic  at  St.  Francis  Hospital  entitled  “The 
Homeostatic  Control  of  Feasting  Blood 
Sugar,”  cited  50  office  patients  and  50  hospital 
patients  where  the  2-hour  post-prandial  blood 


tPresented  at  the  Annual  Meeting  of  the  American  Diabetes  Asso- 
ciation in  Chicago,  June.  1962. 

*A11  sugar  values  in  this  paper  are  Folin-Wu  method  unless  other- 
wise noted. 


Edward  M.  Bohan,  M.D. 

sugars  were  taken  following  a breakfast  which 
contained  at  least  100  gm.  of  carbohydrate. 
Only  one  case  exceeded  120  mg.  per  100  cc  of 
blood,  that  is,  123  mg.  This  case  was  proven 
not  to  be  diabetic.  In  1960,  another  100  con- 
secutive non-diabetic  admissions  to  St.  Fran- 
cis Hospital  had  post-prandial  blood  sugars 
performed.  The  results  were  essentially  the 
same.  Exceptions  were  noted  only  where  coro- 
nary thrombosis,  cerebral  vascular  accident, 
or  a temporary  derangement  of  carbohydrate 
metabolism  from  infection  was  present.  These 
cases  are  not  included  in  the  above  statistics. 

Many  writers  still  quote  the  feasting  blood 
sugar  at  a height  of  140  mg.  to  170  mg.  per 
100  cc  of  blood,  and  say  the  physician  should 
suspect  diabetes  if  the  blood  sugar  exceeds 
these  levels.  The  statistics  above  prove  these 
assumptions  to  be  in  error. 

After  100  gm.  of  glucose,  the  blood  sugar 
does  rise  to  150  mg.  or  so,  and  then  returns 
to  not  over  120  mg.  in  two  hours.  However, 
glucose  is  much  faster  absorbed  and  results 
in  this  difference  from  the  test  meal. 

Fifteen  years  or  so  ago,  John,  Kolmer,  Ya- 
ter,  and  Duncan,  all  had  different  ideas  con- 
cerning the  height  of  the  sugar  after  a meal 
in  a normal  person.  In  the  proceedings  of  the 
American  Diabetes  Association  in  1948,  it 
was  resolved,  upon  recommendation  of  an  ad- 
visory committee  of  physicians  that  the  con- 
sistent one  hour  post-prandial  venous  sugar 


Dr.  Bohan  is  Chief  of  Metabolism.  St.  Francis  Hospital  Wilming- 
ton, Delaware  and  Alhliate.  Sindoni  Clinic.  Philadelphia,  Pa. 
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of  170  mg.  per  cent  or  above,  plus  glycosuria, 
was  considered  to  be  indicative  of  diabetes. 

John  said,  “In  the  normal  person,  following 
each  meal,  there  is  a rise  in  the  blood  sugar 
level.  This  rise  is  not  very  high,  does  not  last 
long,  from  one  to  two  hours  at  the  most, 
usually  and  a quarter  to  one  and  a half  hours.” 
Thus  he  speaks  of  a normal,  physiologic  post- 
prandial hyperglycemia.  Kolmer,  in  1943, 
said  that  hyperglycemia  Occurs  normally  after 
a meal,  especially  after  the  ingestion  of  carbo- 
hydrates, and  he  believed  that  blood  sugar 
determination  should  be  made  after  a period 
of  at  least  five  hours  fasting,  or  preferably  in 
the  morning,  before  breakfast.  In  1962,  the 
opinion  is  changing. 

In  November,  1954,  we  published  a paper 
from  the  Metabolic  Department  at  St.  Francis 
Ho.spital  on  diabetes  mellitus  in  juvenile  iden- 
tical twins.  Joseph  was  the  first  to  manifest 
symptoms  and  signs  of  the  disease,  and  his 
blood  sugar  was  315  mg.  per  100  cc  of  blood. 
John’s  urine  was  tested  and  was  found  nega- 
tive for  sugar,  but  a fasting  sugar  was  165 
mg.  per  100  cc  of  blood.  The  boys  were  15 
years  of  age.  John’s  post-prandial  sugar,  the 
next  day,  was  145  mg.  An  Exton-Rose  glu- 
cose tolerance  test  confirmed  the  diagnosis  of 
diabetes  in  this  twin.  Joseph,  the  first  twin  to 
develop  the  disease,  had  been  placed  on  in- 
sulin immediately.  John  was  not  placed  on 
insulin  for  eight  months,  because  he  had  no 
loss  of  weight  and  was  asymptomatic.  A 2- 
hour  post-prandial  blood  sugar  on  the  mother 
was  90  mg.  per  100  cc  of  blood.  The  father’s 
blood  sugar  was  112  mg.  two  hours  post-pran- 
dial, the  meal  consisting  of  at  least  100  gm. 
of  carbohydrate  in  each  case.  Notice  the 
post-prandial  level  here.  In  1962,  it  is  be- 
coming recognized  that  the  post-prandial  level 
does  not  exceed  120  mg.  (Somogyi-Nelson). 
This  trend  was  noticed  recently  in  two  articles, 
one  published  by  the  Philadelphia  County 
Medical  Society,  quoting  the  normal  feasting 
level  as  120  mg.  per  100  cc  of  blood,  depend- 
ing on  tbe  method  used,  and  the  other,  a pub- 
lication of  the  American  Diabetes  Association, 
used  in  physician  education,  also  quoting  the 
value  as  120  mg.  In  our  studies  based  on  the 
Folin-Wu  method,  we  have  found  our  work 


to  support  Sindoni’s  original  work  that  the 
level  is  not  over  120  mg. 

What  about  capillary  blood  sugars?  Simul- 
taneous glucose  tolerance  curves  by  vein  and 
finger  testing  show  similar  results,  but  the 
capillary  curve,  while  identical,  is  slightly 
higher  in  amount.  Fifty  grams  of  glucose  was 
given  to  these  patients.  Soskin  and  Levine 
quote  this  work  from  the  data  of  Cavett  and 
Seljeskog.  The  capillary  method  used  is  not 
stated. 

In  blood  sugar  detection  in  Delaware,  the 
Clinitron*  method  has  been  used  in  conjunc- 
tion with  the  State  Board  of  Health.  The 
standard  is  set  at  160  mg.  true  blood  sugar. 
None  below  this  level  are  considered  to  be 
positive.  In  1961,  6,206  total  examinations 
were  made,  out  of  which  1,662  examinations 
were  made  by  the  Clinitron  method,  and  the 
remainder  by  urinanalysis.  Subsequently,  127 
probable  positives  were  obtained,  17  previously 
known  diabetics  were  ruled  out,  but  only  29 
newly  diagnosed  cases  (0.46%)  were  reported 
from  an  adequate  follow-up  return  (95  out 
of  110).  In  1960,  only  three  proven  diabetics 
were  reported,  out  of  3,957  examinations  of 
blood  and  urine.  In  1959,  only  three  proven 
diabetics  were  discovered  out  of  3,384  total 
examinations. 

Delaware  had  a very  successful  Health  Fair 
in  1962;  498  examinations  were  made  during 
the  week  by  the  Clinitron  method,  but  no 
proven  diabetics  were  discovered.  Undoubt- 
edly, some  of  the  low  statistics  in  the  reporting 
back  of  positive  diabetics  are  due  to  the  use 
of  fasting  blood  sugars  or  urinanalyses.  Also, 
setting  the  standard  to  130  mg.  true  blood 
sugar  by  the  Clinitron  method  is  necessary 
to  avoid  missing  active  diabetics.  Our  per- 
centage of  positives  should  be  over  1%. 

Conclusions 

1.  Fasting  blood  sugars  give  little  indication 
of  early  disturbed  carbohydrate  metabol- 
ism, being  too  far  removed  from  the  pre- 
vious formal  meal. 

2.  Post-prandial,  or  sometimes  called  “feast- 
ing” blood  sugars  are  about  11%  more  use- 

'"Automatic  analyzer  by  using  capillary  blood. 
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ful  in  diagnosis.  Post-prandial  sugars  do 
not  exceed  120  mg.  at  any  time  following 
a meal. 

3.  A 2-hour  post-prandlial  sugar  standard 
should  be  determined  by  the  American 
Diabetes  Association  to  clarify  the  level 
at  which  diabetes  could  be  suspected.  At 
present,  there  is  a post-prandial  gray  area, 
where  some  diabetics,  early,  latent,  or  in 
remission  are  being  missed. 

4.  If  a satisfactory  level  could  also  be  obtained 
for  the  capillary  sugar  at  the  2-hour  weast- 
ing  period,  it  would  also  be  helpful.  More 
attention  should  be  paid  to  educate  the 
public  to  take  a high  carbohydrate  intake 
before  feasting  urinalysis  or  a feasting  blood 
sugar  is  taken. 

5.  More  cases  of  diabetes  could  be  detected 
if  all  physicians  would  do  routine  diagnostic 


blood  sugar  work  in  hospitals  and  offices  on 
a 2-hour  post-prandial  basis. 

6.  In  some  states,  only  relatives  of  diabetics 
are  examined.  This  might  be  advisable, 
but,  on  the  other  hand,  perhaps  this  has 
been  adopted  because  of  the  meager  posi- 
tive percentage  in  the  examination  of  every- 
one. Is  this  because  the  standard  has  been 
set  too  high  for  reporting?  The  percentage 
of  actually  proven  positives  should  at  least 
be  commensurate  with  the  estimated  num- 
ber of  unknown  diabetics  in  the  country. 
The  Michigan  State  Diabetes  Association 
uses  130  mg.  true  blood  sugar  per  100  cc 
of  blood  as  the  Clinitron  standard.  All 
cases  above  130  mg.  are  considered  dia- 
betic unless  proven  otherwise.  This  auto- 
matic analyzer  works  with  capillary  blood. 

References  will  be  supplied  by  the  Journal  on  request. 


CLINICAL  NOTICES  AND  MEETINGS 

CLINICAL  HYPNOSIS  WORKSHOP 

Marjorie  E.  Conrad,  M.D.,  is  a Director  and  will  be  a speaker  at  the  Workshop  on 
Psychotherapy  and  Clinical  Hypnosis,  held  by  the  American  Society  of  Clinical  Hyp- 
nosis— Education  and  Research  Foundation,  at  the  Sheraton  Hotel,  Philadelphia, 
January  26-27.  This  Workshop  is  acceptable  for  15  hours  (Basic),  14  hours  (Advance), 
Category  I credit  by  the  American  Academy  of  General  Practice. 

POSTGRADUATE  COURSE 

A one-v/eek  postgraduate  course  in  Micro-surgery  of  Otosclerosis  and  Tympanoplasty 
will  begin  February  11,  at  Temple  University  Medical  Center.  For  information  con- 
tact Bernard  J.  Ronis,  M.D.,  Professor  and  Chairman,  Dept,  of  Otorhinology,  2106 
Spruce  Street,  Philadelphia. 

AMERICAN  COLLEGE  OF  SURGEONS 

Surgeons,  graduate  nurses,  and  other  qualified  medical  personnel  are  invited  to  attend 
the  annual  four-day  sectional  meeting  of  the  American  College  of  Surgeons,  Pittsburgh, 
March  11-14.  The  final  1963  sectional  meeting  will  be  held  in  Toronto,  April  25-27. 
The  annual  Clinical  Congress — this  fiftieth  anniversary  year — will  be  held  in  San 
Francisco,  October  27-November  1,  1963. 

ESSAY  CONTEST 

A second  annual  essay  contest  is  being  offered  by  the  National  Geriatric  Society. 
Subject;  Relationship  of  Geriatric  Institutions  to  Community  Life.  The  deadline  for 
manuscripts  is  March  15.  Awards;  first  prize,  $500;  second,  $300;  third,  $200;  fourth, 
$100;  fifth  $100  and  sixth,  $100. 
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HYPNOSIS  AS  A TREATMENT  IN  MENTAL  HEALTHt 


* Although  hypnosis  is  not  a “cure-all"  nor  a 
panacea,  the  author  feels  that  this  technique 
should  not  be  overlooked  as  a major  tool  in  the 
prevention,  cure  and  treatment  of  many  health 
problems. 


Due  to  the  limited  time  available  to  me,  it 
would  not  be  possible  to  cover  in  full  the 
phase  of  mental  health  I would  like  to  present. 
We  will  admit  we  have  a problem,  and  up  to 
this  time,  we  have  not  come  up  with  a solu- 
tion. We  are  searching  for  new  ideas.  We 
come  here  with  open  minds  and  a willingness 
to  change.  We  are  also  aware  of  the  fact 
that  many  of  the  treatments  we  used  ten  years 
ago  are  now  outmoded.  Most  of  us  realize 
that  there  are  not  enough  psychiatrists  to 
treat  the  mentally  ill. 

If  you  were  to  ask  me  what  is  the  most 
neglected  field  of  medicine  today,  I would 
answer  “In  my  judgment,  mental  health.”  Yet 
in  this  connection,  many  of  us  have  failed  to 
look  at  the  patient  as  a whole  person.  There 
is  much  written  about  treating  the  patient 
as  a whole,  but  very  little  done  in  actual 
practice. 

What  does  it  mean  when  we  say  “treat  the 
patient  as  a whole?”  The  patient  has  a body, 
a mind,  and  a soul.  While  modern  medicine 
has  undoubtedly  made  great  strides  in  treat- 
ing the  physical  aspects  of  man,  it  would 
seem  that  it  has  overlooked  many  of  the  men- 
tal aspects. 

It  would  be  a conservative  estimate  if  I 
stated  that  over  fifty  percent  of  the  patients 
who  enter  a doctor’s  office  do  so  because  of 
poor  mental  health,  and  with  most  symptoms 
resulting  from  emotionally  induced  illnesses. 
The  fast  pace  of  the  modern  age  in  which  we 


tPresented  at  a public  hearing  on  Delaware’s  mental  health  needs 
and  resources,  under  the  auspices  of  the  American  Psychiatric 
Association,  April  26.  1962. 

Dr.  Reardon  is  Chief  of  Ear,  Nose  and  Throat.  Wilmington  Gen- 
eral and  St.  Francis  Hospitals;  Fellow  of  the  American  Society  of 
Clinical  Hypnosis. 


William  T.  Reardon,  M.D. 

are  living  causes  tension  and  stress,  anxiety, 
fear,  worry,  apprehension,  and  insecurity. 
These  emotions  affect  that  part  of  the  nervous 
system  that  controls  all  involuntary  bodily 
functions  relating  to  blood  vessels,  nerves, 
and  smooth  muscles. 

Now,  granting  that  the  blood  vessels, 
nerves,  and  involuntary  muscles  may  not  be 
functioning  properly,  the  patient  will  go  to 
the  doctor  complaining  of  varied  symptoms, 
such  as — headaches,  neuralgia,  “lump  in  the 
throat,”  tightness  in  the  chest,  palpitation  of 
the  heart,  indigestion,  constipation,  colitis, 
nail-biting,  phobias,  fears,  phantasies,  and  so 
on.  The  symptom  will  depend  upon  the  pa- 
tient’s experiencial  background. 

Then,  the  next  thing  that  happens  is  that 
the  patient  begins  to  worry  about  these  symp- 
toms. His  imagination  runs  away  with  him, 
and  he  is  sure  he  has  a brain  tumor,  cancer, 
heart  trouble,  or  is  losing  his  mind.  The 
vicious  cycle  is  now  complete.  Poor  mental 
health  is  well  established.  The  pattern  is  well 
ingrained,  and  the  habit  fixed. 

After  this,  the  patient  is  studied  by  his 
doctor  from  stem  to  stern;  with  x-rays,  blood 
chemistry,  and  all  that  modern  medicine  has 
to  offer.  Finally,  he  is  told  that  nothing  or- 
ganically wrong  was  found  . . . “Your  trouble 
is  nerves”  . . . “You  must  relax”  . . . “stop 
worrying”  . . . “Take  it  easy.”  This  is  fol- 
lowed with  sedatives  and  tranquilizers,  or 
other  medications  which  do  not  always  relieve 
the  symptoms. 

Finally,  the  patient  seeks  out,  or  is  referred 
to,  a psychiatrist.  Obviously,  however,  all 
doctors  cannot  be  psychiatrists,  but  all  doc- 
tors can  learn  more  about  psychiatry.  Why 
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has  there  seemingly  been  considerable  lag  in 
our  medical  schools’  training,  through  failure 
to  recognize  the  importance  of  treating  the 
mind  and  the  body  at  one  and  the  same  time? 

We,  in  the  Medical  Profession,  have  be- 
come more  aware  of  our  responsibility  in  the 
field  of  mental  health.  It  has  been  almost 
three  years  since  the  American  Medical  As- 
sociation evaluated  medical  hypnosis  and 
recommended  that  it  be  used  by  the  physician, 
that  it  be  taught  in  medical  schools,  and 
that  it  not  be  used  for  entertainment  purposes. 
The  University  of  Pennsylvania  Post-Gradu- 
ate School  of  Medicine  has  been  giving  courses 
in  hypnosis  for  the  past  three  years.  Some 
graduate  schools  are  offering  courses  in  psy- 
chosomatic medicine.  One  of  the  leaders  in 
this  field  is  Temple  University  Medical  Cen- 
ter, which  has  been  sponsoring  yearly  courses 
since  1944.  We  doctors  must  equip  ourselves 
with  the  newer  modalities,  such  as  psycho- 
somatic medicine,  medical  hypnosis,  positive 
thinking,  all  of  which  are  directed  toward 
the  mind. 

You  may  ask  “When  v/ill  the  medical  pro- 
fession become  aware  of  the  power  of  sug- 
gestion?” Look  around  you  in  everyday  life, 
and  observe — why  you  are  smoking  what, 
drinking  what  you  are  drinking,  wearing  what 
you  are  wearing.  We  can  see  the  heavy  hand 
of  Madison  Avenue,  and  it  can  be  summed 
up  in  two  words:  suggestion  and  repetition. 

I feel,  as  Moliere  once  said,  “There  is  more 
cure  in  the  doctor’s  words  than  in  his  medi- 
cine.” The  great  need  in  medicine  today  is 
a better  understanding  of  how  the  patient 
thinks  and  feels.  Allow  me  to  explain  this 
with  an  example.  Say  the  patient  enters 
the  doctor’s  office  with  a complaiant.  After 
a thorough  examination,  the  doctor  tells  the 
patient  “There  is  nothing  wrong  with  you.” 
Is  this  true?  Was  there  a reason  for  the  way 
the  patient  felt  and  acted?  What  did  the 
doctor  do  to  find  out  the  cause  of  his  feelings? 
Perhaps,  if  he  took  a history  which  would 
bring  out  how  he  is  getting  along  with  his 
wife,  with  the  neighbors,  with  the  boss,  with 
the  children — does  he  have  any  hobbies, 
sexual  problems,  and  so  forth  ...  he  would 
probably  find  the  reason  for  the  patient’s 


visit.  Very  often  this  type  of  patient  needs 
reassurance,  courage,  and  confidence,  or  pos- 
sibly change  in  his  habits  and  attitudes.  How 
can  the  doctor  give  this  patient  what  he  needs? 
This  can  be  accomplished  by  talking  to  the 
patient  at  the  conscious  level,  and  more  effec- 
tively, at  the  subconscious  level.  Reaching  the 
patient  at  the  conscious  level  has  been  referred 
to  as  “bedside  manner,”  “office  behavior,”  “in- 
terpersonal relationships,”  and  “waking  hyp- 
nosis.” The  subsconscious  level  can  be  reached 
with  medical  hypnosis.  We  admit  that  the 
mind  is  a very  complicated  mechanism,  and 
no  one  knows  just  how  it  works.  However, 
through  modern  medical  hypnosis,  it  has  been 
found  that  the  patient  can  be  taught  to  learn 
how  to  relax.  As  a result  of  this  attained 
relaxation,  he  can  keep  his  tension,  anxiety 
and  fear  under  control.  Also,  he  does,  at  the 
same  time,  build  up  a tremendous  amount  of 
courage  and  confidence  in  himself.  This  auto- 
suggestion, or  auto-hypnosis,  is  something  that 
the  doctor  teaches  the  patient  to  do  himself. 
The  more  he  practices,  the  more  proficient  he 
becomes. 

Often  times  we  will  find  those  who  have 
little,  or  no  experience  with  hypnosis,  will  tell 
you  how  dangerous  it  is,  and,  unfortunately, 
we  find  a large  number  of  those  in  this  group 
who  belong  to  the  American  Psychiatric  Asso- 
ciation. It  is  no  more  dangerous  than  a sur- 
geon’s scalpel  or  an  aspirin  tablet,  when  direc- 
ted by  a physician. 

It  cannot  be  explained  what  is  going  on 
within  the  brain,  when  one  is  in  the  hypnotic 
state  but  we  do  know  what  the  patient  tells 
us.  For  example,  the  patient  will  say  “Some- 
thing has  happened  inside  of  me.  I feel  differ- 
ent,” “Are  you  finished  operating?”,  “You 
didn’t  even  hurt  me,”  “I  feel  wonderful,”  “I 
feel  as  though  I’ve  been  sleeping  for  hours,” 
“My  headache  is  gone.”  These  are  typical 
of  the  responses  we  hear  after  the  treatment. 

Through  modern  medical  hypnosis  or  sug- 
gestion, we  can  reach  the  patient’s  subcon- 
scious and  thereby  help  him  change  his  habits 
and  attitudes  in  a surprisingly  short  period 
of  time.  And,  contrary  to  what  the  opponents 
of  hypnosis  may  say,  the  results  are  just  as 
permanent,  if  not  more  so,  than  those  accom- 
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plished  with  psychiatric  treatment,  because  we 
teach  the  patient  to  do  it  himself. . Those  who 
say  it  takes  too  long  to  induce  hypnosis  do  not 
realize  that  induction  can  be  accomplished  in 
five  seconds  to  five  minutes. 

In  modern  medical  hypnosis,  the  patient  is 
not  treated  with  hypnosis  but  with  suggestion 
while  in  the  hypnotic  state.  Probing  into  the 
patient’s  past  experiences  is  not  necessary  in 
cases  which  I suggest  a non-psychiatrist  can 
treat,  unless  the  doctor  has  special  training 
in  hypno-analysis.  The  doctor  should  always 
stay  within  the  limits  of  his  training  no  matter 
what  procedure  he  uses. 

There  are  many  who  feel  that  the  word 
“psychiatrist”  carries  with  it  a connotation 
of  one  who  knows  all  the  answers  in  treating 
the  mentally  ill,  just  as  the  word  “hypnosis” 
brings  to  mind  magic  and  mysticism.  How 
wrong  can  they  be? 

I would  now  like  to  say  a few  words  about 
the  doctor-patient  relationship.  Until  there 
is  a strong  doctor-patient  relationship  estab- 
lished, we  cannot  expect  a good  result.  The 
patient  must  be  properly  motivated,  know  he 
can  be  helped,  and  will  be  helped.  The  doctor 
should,  of  course,  examine  the  patient  to  rule 
out  organic  disease  and  take  a thorough  his- 
tory. He  should  always  screen  his  patients 
carefully  and  then  decide  when  he  feels  that 
hypnosis  is  indicated  and  would  benefit  the 
patients.  He  should  remove  from  the  patient 
all  fear  of  hypnosis,  because  fear  is  the  greatest 
enemy  of  hypnosis.  He  must  have  absolute 
confidence  in  himself.  He  should  be  trained 
in  the  art  of  medical  hypnosis.  Moreover,  he 
should  always  have  a sympathetic  understand- 
ing toward  the  patient,  and  be  a good  listener. 

As  I have  alluded  to  earlier,  I would  like  to 
re-emphasize  that  no  one  doctor  can  escape 
being  exposed  to  the  mentally  ill,  because  all 
organic  disease  has  a mental  side.  Until  psy- 
chiatrists can  provide  a sufficient  number  of 
skilled  men  in  this  specialty  field,  the  patient 
will,  of  necessity,  be  compelled  to  go  to  his 
family  doctor.  Is  the  patient  in  a position 
himself  to  tell  when  he  needs  a general  prac- 
titioner or  when  he  needs  a psychiatrist  It 
is  the  general  practitioner  who  most  likely 


will  be  called  upon  to  treat  or  refer  this  pa- 
tient. I have  no  quarrel  with  the  use  of 
medical  therapy  or  surgical  treatment  when  it 
is  definitely  indicated  and  necessary.  We,  in 
the  medical  profession,  must  attack  this  prob- 
lem on  an  overall  basis  as  a medical  team. 
We  know  that  every  medical  and  surgical 
problem  has  a mental  side.  Let  me  emphasize 
this  point  with  an  example.  Take  the  man 
stricken  with  a heart  attack.  He  is  placed  in 
a hospital.  As  the  night  creeps  upon  him  and 
in  the  stillness  of  the  hospital  he  is  left  with 
himself  and  the  darkness.  What  is  going 
through  his  mind?  I will  tell  you  what  is 
going  through  his  mind.  He  is  afraid  that  if 
he  closes  his  eyes,  he  may  die  in  his  sleep;  he 
wonders  if  he  will  get  well  again;  if  he  does 
get  well  will  he  be  able  to  go  back  to  work  and 
support  his  family;  should  he  die,  what  will 
happen  to  his  wife  and  family  and  the  child- 
ren’s education?  He  knows  of  other  patients 
who  never  walk  out  of  a hospital  and  he  knows 
still  others  who  were  only  able  to  work  part 
time.  This  man  is  making  a silent  plea  for 
someone  to  reasure  him  that  everything  is 
going  to  be  alright.  He  needs  and  is  entitled 
to  have  his  mind  put  at  ease  by  a sympathetic, 
understanding  doctor.  If  the  cardiologist  can- 
not supply  this  need,  he  should  have  a doctor 
on  his  “team”  who  can.  To  further  facilitate 
the  coordination  of  the  doctors  for  the  benefit 
of  the  patient,  it  will  be  necessary  for  the  pa- 
tient to  be  in  a hospital  which  is  easily  acces- 
sible to  the  doctors.  The  doctor  who  is  al- 
ready pressed  for  time  could  not  spend  one- 
half  to  one  hour  going  to  and  from  the  hos- 
pital. Therefore,  I would  suggest  that  hospital 
facilities  should  be  preferably  located  within 
a reasonable  proximity  to  the  physicians  in 
the  community. 

Since  the  American  Medical  Association  has 
given  official  sanction  to  hypnosis,  I feel  free 
to  use  it  and  after  substantial  experience 
with  it,  I am  very  enthusiastic  about  its  use. 
I have  found  it  to  be  most  successful  and 
beneficial  in  hundreds  of  cases  in  my  practice, 
where  other  modalities  have  failed.  And  in 
numerous  cases,  I have  found  it  to  be  very 
helpful  when  used  in  conjunction  with  anes- 
thesia, pre-operatively  and  post-operatively,  as 
well  as  when  combined  with  medical  therapy. 
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RELIGION  AND  MEDICINE 


Religion  has  influenced  the  practice  of  medi- 
cine for  centuries  and  while  the  dominant  in- 
fluence of  religion  has  waxed  and  waned,  it 
has  always  been  present  and  persists  in  con- 
temporary life  and  is  broad  in  scope  and  pro- 
found in  depth. 

The  influence  of  religion  on  the  practice 
of  medicine  in  America  has  been  reflected 
largely  through  three  major  religious  sects — 
Jewish,  Catholic  and  Protestant. 

Emphasis  in  the  education  of  the  physician 
of  today  is  on  preparing  him  to  treat  “the 
total  man,”  a term  which  implies  that  the 
doctor  deals  with  the  entire  domain  of  man; 
both  physical  and  mental  including  his  inter- 
relationship with  his  fellow  men  and  his  en- 
vironment. 

Religion  emphasizes  the  concept  of  body 
and  soul.  The  soul  cannot  be  equated  with 
the  person.  The  person  is  the  union  of  the 
body  and  soul,  endowed  with  the  power  to 
determine  one’s  destiny. 

The  concept  of  the  doctor  treating  the  total 
man  is  a wholesome  theme  but  requires  am- 
plification as  well  as  the  implementation  of 
religion,  to  be  carried  out  effectively. 

Realizing  the  need  for  a closer  relationship 
of  physician  and  clergyman  in  care  of  the 
patient;  The  American  Medical  Association 
about  one  year  ago,  set  up  in  its  Field  Service 
Division,  a Department  of  Medicine  and  Reli- 
gion. It  includes:  (1)  Encouragement  through 
programs,  by  local  hospitals  and  medical  so- 


cieties, for  closer  relationship  between  the 
physician  and  clergymen  to  provide  better 
patient  care.  (2)  Development  of  leadership 
teams  of  physicians,  clergymen  and  hospitals 
chaplains,  to  create  clinical  institutes  so  that 
case  histories  may  be  presented  at  meetings 
of  physicians  and  clergymen.  (3)  Encourage- 
ment of  closer  relationships  between  pastors 
and  physicians  of  their  church  to  discuss 
health  and  spiritual  progress.  (4)  Preparation 
of  articles  for  church  and  medical  publications. 

Certainly  such  programs  would  broaden 
the  scope  of  medicine  and  permit  physicians 
to  deal  realistically  with  social,  cultural  and 
spiritual  relationships  between  men  and 
women.  Also  give  the  doctor-patient  relation- 
ship increasing  depth  and  meaning  and  show 
how  social,  economic,  racial  and  religious  con- 
flicts influence  individual  and  community 
health.  Such  a program  could  utilize  experi- 
enced family  doctors  to  revitalize  the  vanish- 
ing art  of  medicine.  Such  men  can  speak 
warmly  on  facts  gleaned,  not  from  books,  but 
taken  from  many  years  spent  dealing  with 
the  family. 

The  implementation  of  such  a program  will 
better  enhance  the  public  image  of  the  phy- 
sician, as  understanding,  warm  and  tolerant 
toward  the  strange  ways  of  man. 

Meetings  between  physicians  and  clergy- 
men, such  as  have  been  established  between 
members  of  the  legal  and  medical  professions, 
could  be  productive  of  much  good  in  the  im- 
provement of  patient  care. 
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THE  GENERAL  PRACTICE  DEPARTMENT  OF  THE  DELAWARE  HOSPITAL 


Following  a thorough  study  by  a committee 
on  General  Practice  in  1954  it  was  deemed 
advisable  to  organize  a Department  of  Gen- 
eral Practice  at  the  Delaware  Hospital.  First 
it  was  necessary  to  define  a general  practi- 
tioner, which  was  done  in  the  following  man- 
ner: a general  practitioner  is  a legally  qualified 
doctor  of  medicine  who  does  not  limit  his 
practice  to  a particular  field  of  medicine  or 
surgery.  In  his  general  capacity  as  family 
physician  and  medical  advisor,  he  may,  how- 
ever, devote  particular  attention  to  one  or 
more  special  fields,  recognizing  at  the  same 
time  the  need  for  consulting  with  qualified 
specialists  when  the  medical  situation  exceeds 
the  capacities  of  his  own  training  or  experi- 
ence. 

Those  members  of  the  Department  of  Gen- 
eral Practice  who  feel  themselves  qualified, 
either  by  former  training,  preceptorship,  or 
experience,  to  engage  in  more  advanced  work 
within  a specialty  service,  may  apply  for  such 
privileges. 

The  responsibilities  of  the  members  of  the 
general  practice  staff  fall  into  two  main  cate- 
gories: 

A.  Clinical 

1.  Outpatient  Services:  Screening  Clinic 

This  clinic  provides  preliminary  diagnostic 
examinations,  short  term  treatment,  referral 
when  indicated;  services  outpatients  of  the 
hospital  who  require  immediate  attention 
avoiding  possible  delay  of  regular  clinic  ap- 
pointments. It  is  not  intended  that  this 
clinic  shall  perform  definitive  investigation  or 
treatment.  There  are  44  members  of  the 
Department  of  General  Practice  participating 
in  the  operation  of  the  clinics  which  is  held 
every  Monday  and  Friday.  Each  member  is 
assigned  four  consecutive  clinics;  three  mem- 
bers are  present  during  each  session. 

B.  Inpatient  Service 

Inpatient  services  are  recognized  as  the  re- 


sponsibility of  the  special  departments  of  the 
hospital.  The  Department  of  General  Prac- 
tice is  assigned  no  professional  responsibility 
for  such  services.  Individual  members  of  the 
Department  of  General  Practice  may  apply 
for,  or  be  assigned  to  inpatient  services.  In 
this  capacity,  such  practitioners  shall  be  the 
professional  responsibility  of  the  specialty  de- 
partment with  which  they  work.  They  do  not 
continue  as  a professional  responsibility  of 
the  Department  of  General  Practice,  though 
the  Department  shall  continue  to  have  a medi- 
cal administrative  responsibility  toward  them. 

The  Department  of  General  Practice  is  ex- 
pected to  participate  in  all  staff  activities  of 
an  administrative  nature;  members  may  vote, 
hold  office,  and  serve  on  committees  of  the  ac- 
tive staff;  are  eligible  for  representation  on 
standing  and  special  committees  of  the  staff. 
At  present,  the  acting  president  of  the  hos- 
pital staff  is  a general  practitioner.  One  of 
our  members  was  on  the  nine  man  Medical 
Board  of  the  hospital  for  four  years  recently, 
one  is  on  the  credentials  committee,  another  is 
vice-chairman  of  the  Formulary  and  Diets 
Committee,  another  on  the  House  Staff  Com- 
mittee, two  on  the  Medical  Records  Commit- 
tee, and  one  on  the  Medical  Isotopes  Com- 
mittee. 

It  is  the  responsibility  of  the  Department 
of  General  Practice  to  participate  upon  proper 
request,  in  the  education  of  the  interns,  resi- 
dents, and  nurses  as  the  intern  is  a potential 
general  practitioner  in  the  selection  of  his 
academic  curricula.  To  date  four  general 
practice  residents  have  been  trained  and  more 
active  participation  in  this  program  is  an- 
ticipated. In  addition  to  the  many  interested 
and  hard  working  members  of  the  Department 
of  General  Practice,  assistance  is  needed  from 
other  less  active  and  interested  physicians. 
The  present  nucleus  should  stimulate  further 
interest  and  participation  on  the  parts  of 
other  members  of  the  Department. 

D.  W.  MacKelcan,  M.D.,  Director 
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IDENTIFICATION  GUIDE  OF  MEDICATIONS 

The  December  22,  1962  issue  of  J.A.M.A. 
is  devoted  in  its  entirety  to  an  Identification 
Guide  for  Solid  Dosage  Forms.  This  tre- 
mendous piece  of  work  catalogues  the  physical 
characteristics  of  over  5,000  medications  that 
are  supplied  in  tablet  and  capsule  form.  No 
one  will  belittle  the  amount  of  effort  put  into 
this  undertaking.  It  can  best  be  appreciated, 
however,  by  one  who  twenty  years  ago  at- 
tempted to  catalogue  the  physical  character- 
istics of  the  commercial  products  of  one  single 
medication.  This,  to  a practicing  physician, 
was  in  itself  a formidable  task. 

This  Guide  will  be  useful;  perhaps  at  times 
life  saving.  For  most  of  us  in  the  private 
practice  of  medicine,  the  smaller  guides  freely 
distributed  by  the  manufacturers  will  be  suf- 
ficient for  our  limited  use  of  drug  identifica- 
tion. For  investigators,  practitioners  of 
forensic  medicine,  and  poison  centers  this 
complete  work  published  by  the  AMA  will 
of  course  be  far  more  useful  than  the  limited 
guides  heretofore  available. 

Congratulations  on  an  excellent  job  well 
done. 

MULTIPLE  SCLEROSIS  AND  A SMALL 
MEDICAL  JOURNAL 

In  the  August  issue  of  the  Journal  we  pub- 
lished an  article  by  George  J.  Boines  entitled 
Remissions  in  Multiple  Sclerosis,  Following 
Intrathecal  Methylprednisolone  Acetate.  This 
was  published  with  a word  of  caution  for  two 
reasons;  The  clinical  evaluation  of  any  disease 
subject  to  spontaneous  remissions  such  as 
multiple  sclerosis  must  be  viewed  with  extreme 
care  and,  secondly,  the  size  of  this  series  of 
cases  was  small. 

The  lead  article  in  the  Proceedings  of  the 
Staff  Meetings  of  the  Mayo  Clinic  for  De- 
cember 5,  1962  by  Goldstein,  McKenzie  and 
McGuckin  reassures  us  that  the  publication 
of  Boines’  article  was  indeed  justified  and 
did  not  fall  upon  barren  ground. 


Stimulated  by  Boines’  work,  the  Mayo 
group  made  a preliminary  report  on  eight 
patients.  Careful  clinical  observation  and  ex- 
haustive laboratory  studies  seem  to  confirm 
Boines’  original  findings.  They  comment 
“Neurologists  in  the  last  half  century  have 
seen  waves  of  enthusiasm  for  different  forms 
of  treatment — only  to  see  the  period  of  en- 
thusiasm followed  by  rejection  of  the  therapy. 
Therefore,  despite  the  apparently  favorable 
results  of  treatment  of  these  patients  with 
intrathecal  methylprednisolone  acetate,  a 
larger  series  of  patients  will  have  to  be  studied 
for  a longer  period  of  time.”  They  plan  to 
set  up  a study  whereby  a larger  series  of  pa- 
tients will  be  followed  over  a period  of  five 
or  ten  years  after  which  time  the  results  will 
be  compared  with  a group  of  control  patients. 

It  is  entirely  too  early  to  draw  any  con- 
clusions regarding  this  form  of  treatment.  We 
look  with  pride,  however,  on  the  fact  that  the 
work  of  one  of  our  members  has  stimulated 
a definitive  study  elsewhere  and  that  your 
Journal  did  its  job  as  messenger  boy. 


HOBBIES  HELP 

The  value  of  a hobby  has  long  been  a sub- 
ject in  these  pages.  While  such  can  under  no 
circumstances  be  a guarantee  of  health  and 
happiness,  we  believe  that  the  pursuit  of  one 
or  more  hobbies  can  be  of  help. 

Judging  from  the  article,  complete  with 
excellent  color  photographs,  in  the  November 
1962  issue  of  Today's  Health,  we  are  not  alone 
in  this  belief.  In  this  article  the  subject  of 
“topical”  stamp  collecting  is  discussed  with 
particular  reference  to  the  collecting  of  stamps 
whose  subject  matter  is  directly  related  to 
medicine. 

The  author  suggests  the  possibility  of  in- 
teresting a youthful  collector  in  the  study  of 
medicine  by  means  of  such  a collection.  Food 
for  thought. 
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Quality  Control  A quality  control  program — said  to  contribute  materially  to  the  accuracy 
In  The  Laboratory  of  chemical  determinations  done  in  medical  laboratories — is  now  being 

made  available  throughout  the  USA  by  the  American  Society  of  Clinical  | 

Pathologists.  The  manual,  together  with  a kit  ($5  each)  containing  all  jl 

the  forms  necessary  to  institute  the  program  in  even  the  smallest  hospital,  | 
may  be  obtained  by  writing;  Coye  C.  Mason,  M.D.,  Commission  on  Con- 
tinuing Education  of  ASCP,  2052  North  Orleans  St.,  Chicago  14.  j 


Say  It  With  Music  A Branch  of  the  Physicians’  Musical  Society  oj  America  is  being  formed 
in  Philadelphia  with  Eugene  Ormandy,  Director  of  the  Philadelphia 
Orchestra,  as  a consultant.  The  new  group  hopes  to  attract  physicians  i 
who  have  an  interest  in  performing  serious  music — classical,  symphonic,  1 
chamber  and  cboral — and  to  promote  fellowship  among  participating  ' 
physicians  and  their  families.  For  applications,  contact:  Doctors’  Musical  ! 
Society,  c/o  Department  of  Pediatrics,  1025  Walnut  St.,  Philadelphia  7.  * 


Your  Contribution  The  AMA  asks  physicians  to  support  and  to  contribute  generously  to 
Is  Needed  the  AMA-ERF’s  Medical  Education  Loan  Guarantee  Program  in  order 

to  meet  the  expected  requests  of  7,500  students,  interns  and  residents 
for  guarantees  of  loans  for  1963.  It  is  an  effective  way  of  investing  in  the 
future  of  American  medicine.  Mail  your  check  to  AMA-ERF  Student 
Loan  Fund,  535  N.  Dearborn  St.,  Chicago  10.  AMA-ERF  is  an  expansion 
of  the  older  and  familiar  AMEF. 


Fellows 


Break  In  UMW 
Hospital  Chain 


1963  RD 
Campaign 


James  F.  Flanders,  Jr.,  M.D.,  has  been  designated  as  Fellow  and  Mark 
G.  Cohen,  M.D.,  has  been  elected  an  Associate  of  the  American  College 
of  Physicians.  The  Fellowship  will  be  formally  bestowed  April  4,  1963, 
in  Denver,  Colorado,  at  the  Society’s  44th  Annual  Session. 

A critical  stage  has  been  reached  in  the  United  Mine  Workers’  contro- 
versial group  medical  care  program,  reports  Medical  World  News.  For 
six  years  the  Union  has  successfully  operated  a chain  of  ten  hospitals  for 
mine  workers  in  Kentucky,  Virginia  and  West  Virginia.  As  a result  of 
the  coal  industry  slump  in  that  region,  royalty  payments  to  the  UMW 
Welfare  and  Retirement  Fund  have  been  cut,  and  the  Union  has  quietly 
begun  negotiations  to  turn  four  of  the  hospitals  over  to  their  local  com- 
munities. 

The  objective  of  the  RD  nation-wide  educational  campaign,  to  be  launched 
by  the  National  Tuberculosis  Association  from  May  through  June  15, 
1963,  is  to  get  people  to  recognize  two  potentially  serious  symptoms^ — 
shortness  of  breath  and  persistent  coughing — and  seek  medical  advice 
concerning  them.  Respiratory  diseases,  both  acute  and  chronic,  are  a 
leading  cause  of  disability  and  death  in  the  United  States  today;  emphy- 
sema was  second  only  to  heart  and  cardiovascular  conditions  as  a cause 
of  disability  insurance  benefits  granted  in  1960 
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Brief  Briefs 

. . . The  Johns  Hopkins  Medical  School  is  mailing  examination  kits  to 
women  between  the  ages  of  30  and  40  who  reside  in  Washington  County, 
Maryland,  for  testing  early  curable  cancer  of  the  cervix.  They  will  take 
the  test  according  to  written  instructions  and  mail  the  results  back  to 
Johns  Hopkins  Laboratories.  This  “Pap  smear”  home  test  will  be  an 
aid  to  women  who  fail  to  take  regular  gynecological  examinations. 

...  A disguised  measles  virus  may  be  involved  in  multiple-sclerosis.  This 
indirect  link  is  subject  to  further  investigation  by  medical  researchers. 
University  of  California. 

. . . Ingestion  of  table  or  dessert  wine  in  moderation  during  dinner  can 
graciously  aid  weight  loss.  Experiments  with  27  patients  on  the  effects 
of  a dietetic  regime  without  wine,  and  with  wine  taken  before,  during  and 
after  dinner  show  that  wine  during  dinner  apparently  reduces  caloric 
intake  and  helps  to  maintain  weight  loss.  New  York  State  Journal  of 
Medicine. 

...  A “dangerous  low”  has  been  reached  in  America’s  protection  against 
smallpox,  the  AMA  warns.  Maintenance  of  protection  against  this  serious 
epidemic  disease  requires  revaccination  at  five-year  intervals.  In  the  in- 
terests of  national  safety,  the  AMA  urges  physicians  and  their  patients, 
particularly  those  who  may  be  in  contact  with  possible  carriers,  to  main- 
tain protection  against  smallpox. 

New  Birth 
Defects  Centers 

Three  new  Clinical  Study  Centers  have  been  added  to  the  growing  net- 
work of  March  of  Dimes-supported  centers  to  develop  better  care  and 
treatment  for  birth  defects  victims.  New  centers  were  recently  opened 
at  the  University  of  Michigan’s  University  Hospital;  at  the  University  of 
Wisconsin;  and  at  Children’s  Hospital  of  Philadelphia.  These,  in  addi- 
tion to  the  existing  Clinical  Study  Centers  in  Columbus,  Ohio;  Nashville, 
Tenn.;  and  Oklahoma  City,  bring  the  national  total  to  six. 

Hypoxia 

Decreased  levels  of  oxygen  in  the  systemic  circulation  somehow  stimulate 
neural  receptors  which  can  slow  and  even  stop  the  heart.  This  can 
happen  even  when  the  heart  itself  is  receiving  adequate  oxygen  from  its 
own  blood  supply.  When  the  vagal  nerves  leading  to  the  heart  are 
severed,  the  effects  of  systemic  hypoxia  are  abolished.  These  current 
studies  by  National  Heart  Institute’s  scientists  were  reported  to  the 
American  College  of  Surgeons,  October,  1962. 

New  Smoke 
Signal 

A “lie  test”  has  been  developed  for  smokers.  Acetonitrile,  a substance 
consistently  found  in  the  body  fluids  of  smokers,  is  the  key.  Scientists 
claim  that  it  does  not  appear  in  non-smokers. 

Our  Tall 
Teenagers 

Growing  medical  knowledge — especially  in  the  field  of  nutrition — has 
resulted  in  taller  and  apparently  healthier  teenagers  during  the  past  20 
years,  according  to  Paul  Dudley  White,  M.D.,  heart  specialist.  He  notes 
that  while  many  a teenage  boy  is  2 inches  taller  than  his  parents,  there 
is  evidence  that  development  of  his  arteries  may  not  have  kept  pace  with 
increase  in  height.  If  true,  he  says,  we  have  been  guilty  of  overfeeding 
our  children,  thus  shortening  their  lives  by  making  them  more  susceptible 
to  heart  ailments.  Loma  Linda  University  Bulletin. 
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NATIONAL  AUXILIARY,  1922-1962 


The  first  known  auxiliary  to  a medical 
society  met  in  Swawnee,  Oklahoma  in  1907. 
The  first  project:  plan  a trolly  ride  for  visti- 
ing  doctors’  wives! 

In  1922  through  the  efforts  of  Mrs.  Samuel 
Clark  Red,  President  of  the  Texas  auxiliary, 
the  national  group  was  formed.  Already  in 
existence  were  6 county  and  state  groups — 
Texas,  South  Dakota,  Oklahoma,  Maine,  Min- 
nesota and  Montana.  1962  marked  the  40th 
anniversary  of  the  adoption  of  a resolution 
advocating  a woman’s  auxiliary  to  the  Ameri- 
can Medical  Association  by  the  House  of 
Delegates  at  their  meeting  in  St.  Louis,  Mo. 
Twenty-four  women  from  11  states  attended 
the  organizational  meeting. 

In  approving  this  resolution,  minutes  of 
the  AM  A House  of  Delegates  stated:  “The 
present  plan  does  not  appear  to  involve  any 
financial  or  other  obligation  on  the  part  of 
this  association.”  They  strongly  urged  the 
women  not  to  become  involved  in  medical 
legislation!  Only  two  years  before,  the  19th 
amendment  was  passed  giving  women  the 
right  to  vote. 

In  the  early  years  friendship  and  the  pro- 
motion of  public  health  were  the  cornerstones. 
Distribution  of  the  magazine  Hygea,  now 
called  Today’s  Health,  was  the  project.  The 
stork,  the  printer,  travel  troubles  and  dresses 
nine  inches  from  the  floor  often  hampered  the 
members’  efforts.  Membership  dues  were  25 
cents  and  to  fill  the  coffers  a subscription 
dinner  was  held  at  the  Edgewater  Beach  Ho- 
tel in  Chicago.  Total  cost  per  plate — $2.00. 
At  the  first  annual  meeting  60  women  from 
17  states  were  registered  and  three  working 
committees  had  been  formed — constitution, 
nominations  and  policies. 

In  Washington,  D.C.  after  five  meetings 

’■■'Information  for  this  article  is  from  "'Forty  Years  in  Review”  by 
Mrs.  Paul  C.  Craig,  reprinted  from  the  May  Bulletin  for  the 
40th  Anniversary  Luncheon,  Pick-Congress  Hotel,  Chicago,  June 
27,  1962. 


and  a growing  membership  to  their  credit,  the 
auxiliary  president  was  invited  to  speak  be- 
fore the  House  of  Delegates.  This  was  indeed 
a tribute  from  originally  dubious  husbands. 
Auxiliary  prestige  was  further  reinforced  by  a 
gracious  reception  on  the  White  House  lawn 
by  President  and  Mrs.  Calvin  Coolidge. 

During  the  depression  years  nearly  all  ac- 
tivities except  emergency  relief  were  sus- 
pended, and  in  1935  the  women  sang  at  an 
Atlantic  City  convention:  , 

Oh,  give  me  a home  where  children  can 
roam 

Where  the  doctor  and  children  can  play 

Where  seldom  a word  about  symptoms  is 
heard 

and  the  phone  is  not  ringing  all  day 

(Songsheet) 

In  the  forties  both  the  AMA  and  many 
health  and  welfare  groups  drew  on  the  experi- 
ence of  the  auxiliary  membership.  Represen- 
tatives were  effective  participants  in  national 
meetings  such  as  the  White  House  Conference 
on  Children  and  Youth.  By  1950  there  were 
well-organized  auxiliaries  in  48  states,  and  the 
nurse  recruitment  program  assumed  a new 
importance  with  the  outbreak  of  the  Korean 
War. 

Today  50  states  were  represented  in  the 
national  organization  with  a membership  of 
80,122  at  last  count  in  1962.  The  involve- 
ment of  the  woman’s  auxiliary  in  such  work 
as  mental  health,  health  careers,  safety  and 
legislation  adds  up  to  hours  of  worthwhile 
community  service.  Friendship  and  the  pro- 
motion of  public  health  remain  the  continuing 
aim. 

Mrs.  Harlan  English,  past  president,  offered 
this  thought  to  begin  the  fifth  decade: 

“ . . . Serve  well  and  in  that  service  speak 
out  honestly  and  proudly  for  medicine.” 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES 

MEDICAL  SOCIETY  OE  DELAWARE 

PART  II 


Dr.  Rennie:  The  next  one  is  on  School  Health. 
I want  to  mention  that  there  is  a reinstitution  of 
the  Medical  Advisory  Committee  to  the  State  Board 
of  Education,  and  Dr.  Frelick  and  Dr.  Neese  have 
done  a lot  of  work  and  put  in  a lot  of  effort  toward 
this.  I just  want  to  bring  them  into  recognition 
for  this  particular  work. 

REPORT  OF  THE 

COMMITTEE  ON  SCHOOL  HEALTH 

This  committee  has  had  one  poorly  attended 
formal  meeting  this  year,  but  it  has  carried  on  its 
activities  largely  by  mail. 

For  the  past  year  the  membership  of  the  Society 
has  been  polled,  regarding  school  health  problems 
in  the  individual  school  districts.  About  140  ques- 
tionnaires were  returned  indicating  a fair  interest 
among  the  state’s  physicians.  The  results  pointed 
out  the  lack  of  communication  between  the  schools, 
school  nurses,  athletic  departments  and  private 
physicians. 

At  their  own  request  about  40  physicians  were 
sent  the  American  Medical  Association’s  pamphlet 
on  Establishing  School  Health  Policies.  It  is  hoped 
that  individual  doctors  at  local  levels  will  be  able 
to  implement  their  interests  by  helping  estabish 
school  advisory  councils  in  each  school  district. 

Through  the  efforts  of  some  of  our  interested  phy- 
sicians, we  have  at  last  stimulated  the  State  Board 
of  Education  to  reestablish  the  State  Advisory  School 
Health  Council.  The  State  Society  has  one  repre- 
sentative and  each  county  has  one.  At  present  the 
State  Society  representative  with  the  chairman  of 
the  State  School  Health  Committee  is  the  chairman 
of  the  State  Advisory  Health  Council.  The  council 
has  a representation  of  educators,  dentists,  school 
nurses  and  the  State  Board  of  Health  as  well  as 
private  physicians. 

This  committee  has  asked  the  State  Medical 
Society  for  advice  regarding  changing  requirements 
for  examinations  for  those  students  engaged  in  inter- 
scholastic athletics.  The  School  Health  Committee 
has  surveyed  physicians  with  experience  in  this 
field  throughout  the  state  and  recommended  a new 
procedure  with  the  Medical  Council  of  the  State 
Society  approval,  and  this  will  go  back  to  the  Ad- 
visory Health  Council  this  fall. 


While  much  yet  remains  to  be  done,  it  looks  as 
if  we  are  entering  a new  era  of  relationship  with 
the  schools  of  the  state.  It  should  be  emphasized 
that  better  communication  at  local  levels  are  es- 
sential, if  we  as  physicians  hope  to  influence  the 
character  of  health  service  and  context  of  health 
education.  Each  physician  must  assume  some  mea- 
sure of  responsibility  in  this  effort  to  see  that  our 
children  are  not  denied  education  because  of  health 
defects;  and  to  see  that  their  attitude  toward  health 
matters  will  be  so  developed  that  they  will  achieve 
the  health  goals  that  American  medicine  provides 
for  them. 

Respectfully  submitted, 
ROBERT  W.  FRELICK,  Chairman 

REPORT  OF  THE  DELEGATE 
TO  THE  DELAWARE  ACADEMY  OF  MEDICINE 

The  Delaware  Academy  of  Medicine  has  had  a 
busy  and  successful  year. 

The  Health  Fair  which  was  attended  by  more 
than  65,000  persons,  was  a source  of  satisfaction  to 
the  Academy  which  sponsored  it,  the  profession 
which  gave  of  their  time  and  energy,  our  lay  friends 
who  advised  us  and  the  public  which  profited  by  it. 

A member  of  our  Board  of  Directors,  through  his 
generous  support  has  made  it  possible  for  us  to 
initiate  a Student  Financial  Aid  Program. 

Low  cost  group  term  life  insurance  has  been 
made  available  to  interested  members. 

The  By-Laws  have  been  amended  to  include  a 
new  membership  classification.  The  Membership 
Committee  may  now  invite  those  engaged  in  fields 
allied  to  the  practice  of  medicine  to  apply  for 
membership  in  the  Academy. 

Routine  activities  of  the  Academy  have  been  con- 
tinued and  extended.  These  include  lectures  of 
interest  to  the  public  and  special  fields  in  medicine; 
support  of  the  Delaware  Science  Fair;  an  art  exhibit 
of  paintings  by  its  members  and  co-sponsorship  of 
two-way  radio  medical  conferences  produced  by  the 
Pennsylvania  Hospital. 

Changes  in  our  auditorium  have  increased  the 
availability  and  use  of  our  facilities  for  members  and 
the  public.  Library  accessions  have  been  main- 
tained. 
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An  interesting  by-product  of  the  Health  Fair  was 
in  the  field  of  public  relations.  Said  one  lady, 
“When  I visit  my  physician  in  his  office  I feel  that 
I must  not  waste  his  time,  that  I must  hurry.  I am 
pre-occupied  with  the  reason  for  my  visit.  I have 
the  impression  that  the  doctor  is  preoccupied  and 
distant.  But  when  I found  him  at  the  Fair,  ex- 
plaining the  subject  of  an  exhibit  all  was  changed. 
There  was  no  sense  of  hurry  or  preoccupation,  he 
was  cordial  and  out-giving.  I had  found  my  physi- 
cian to  be  a most  interesting  and  approachable 
person.” 

Still  another  facet  was  the  comment  of  a number 
of  those  who  noted  that  no  effort  was  made  to 
persuade  visitors  that  the  administration  measure 
known  as  the  King-Anderson  Bill  would  lead  to 
socialized  medicine  and  perhaps  to  perdition. 

We  are  greatly  and  deeply  indebted  to  the  Direc- 
tor of  the  Health  Fair,  Douglas  M.  Gay,  M.D.;  the 
Executive  Director  of  the  Fair,  Mr.  Eugene  C. 
Syrovatka;  committee  members;  our  lay  members 
and  all  others  whose  labors  made  possible  the 
splendid  success  of  the  Health  Fair. 

Respectfully  submitted, 
VICTOR  D.  WASHBURN,  Representative 

The  report  was  accepted. 

REPORT  OF  THE  BOARD  OF  TRUSTEES, 
GROUP  HOSPITAL  SERVICE 

The  Medical  Society  of  Delaware  annually  elects 
six  physicians  to  be  members  of  Group  Hospital 
Service,  Inc.,  Board  of  Trustees.  This  resume  of 
activity  is  submitted  on  behalf  of  the  members  for 
the  past  year. 

In  early  1962,  at  the  request  of  the  General  Motors 
Corporation  and  the  United  Auto  Workers,  a service 
type  of  Blue  Shield  Contract  modeled  generally  on 
that  of  the  Michigan  Blue  Shield  Plan,  was  pre- 
pared and  presented  to  various  medical  groups  as 
well  as  to  individual  physicians,  with  the  idea  that 
each  physician  in  his  own  judgment  must  decide 
as  to  whether  or  not  he  wished  to  participate.  Some 
opposition  developed  among  individual  physicians 
and  certain  specialities,  but  a number  of  agree- 
ments to  participate  were  signed  by  physicians  in 
New  Castle  County.  At  the  end  of  the  designated 
time  to  develop  this  program,  the  General  Motors 
Corporation  decided  that  the  number  of  physicians 
agreeing  to  participate  was  not  adequate  for  an 
effective  program  and  elected  to  negotiate  directly 
with  the  Medical  Society  of  Delaware. 

It  was  the  opinion  of  the  Plant  that  the  program, 
as  presented  to  the  physicians,  offered  an  excellent 
opportunity  to  put  to  an  actual  test  a service  pro- 
gram without  involving  the  entire  community  in  an 
all  inclusive  project  at  the  out-set.  Since  most 
Blue  Shield  Plans  in  the  country  today  involve 


some  aspect  of  service,  the  interest  in  this  type  of 
coverage  probably  will  continue  to  grow. 

In  August  a meeting  was  held  at  the  Plan  office 
with  representatives  of  major  company  groups  in 
Delaware  to  discuss  a suggested  alternate  Blue 
Shield  program.  This  program  was  developed  by 
the  Plan  as  a result  of  pressures  from  the  public 
and  physicians  concerning  the  inadequacy  of  the 
present  Blue  Shield  Standard  Schedule  of  Allow- 
ances. The  alternate  program  included  higher 
surgical  fees  and  improved  coverage  in  the  medical 
in-hospital  area  and  it  was  being  presented  to  the 
representatives  of  industry  for  their  guidance  in  ’ 
determining  whether  or  not  such  an  alternate  pro- 
gram is  needed  and  desirable  by  the  companies  i 
who  pay  for  the  coverage.  j 

The  opinion  of  the  group  was  that  although  they  i 
recognized  the  schedule  of  the  Standard  program 
was  low,  they  were  in  favor  of  staying  with  this 
program  in  the  interest  of  keeping  company  con- 
tributions toward  Blue  Shield  dues  at  the  present 
level. 

The  Plan  management  accordingly  agreed  to  with- 
hold recommending  an  alternate  Blue  Shield  pro- 
gram for  at  least  the  next  few  months. 

In  cooperation  with  the  American  Medical  Asso- 
ciation, the  American  Hospital  Association,  and 
the  National  Association  of  Blue  Shield  Plans,  and  ! 

the  Blue  Cross  Association,  a new  Blue  Cross  pro-  i 

gram  for  the  aged  will  be  offered  in  Delaware  in  , 
November,  1962. 

This  offering  is  part  of  the  effort  to  present  a 
National  Voluntary  Program  for  the  aged  under  a 
broad  national  framework  but  based  on  an  extension 
of  local  programs. 

Since  its  beginning  in  1935,  the  Delaware  Plan 
has  continued,  after  the  age  65,  the  membership 
of  persons  who  joined  before  they  reached  65. 

In  addition,  in  1959  the  65-Limited  Program  and  | 
in  1961  the  65-Extended  Programs  were  made  avail-  i 
able  in  Delaware. 

As  of  September  30,  1962,  the  estimated  member-  j 

ship  of  the  Plan  will  be  288,653  an  increase  of  ap-  i 

proximately  4800  members  over  last  year.  This  |j 

enrollment  is  approximately  63%  of  the  population  i 

of  Delaware. 

On  August  13,  1962,  Mr.  J.  Sellers  Bancroft,  Vice 
President  of  the  Wilmington  Trust  Company,  a 
public  representative  serving  on  the  Board  was 
elected  President  of  the  Plan.  Mr.  Bancroft  replaced 
Mr.  F.  A.  Wardenburg  who  was  President  of  the 
Board  of  Trustees  since  the  inception  of  the  Plan 
in  August  1935  until  May  28,  1962,  the  date  of 
his  retirement. 

Respectfully  submitted  i 

H.  THOMAS  McGUIRE,  Senior  Medical  Trustee  I 
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The  report  was  accepted. 

REPORT  OF  REPRESENTATIVES  TO  THE  JOINT 
COUNCIL  FOR  IMPROVING  THE  HEALTH  CARE 
OF  THE  AGED 

i One  mission  of  the  Joint  Council  is  to  persuade 
|l  Delaware  Nursing  Home  owners  that  our  program 
||  is  educational  and  voluntary;  that  it  can  be  helpful 
to  patients  and  others  in  nursing  homes  and  valuable 
to  nursing  home  owners  and  administrators  of  such 
homes. 

Home  owners  who  recognize  the  value  of  accredi- 
tation by  our  Council  will  be  those  who  are  ever 
mindful  of  their  duty  and  obligation  to  provide 
I kindly  and  understanding  care  to  patients  as  persons 
and  individuals.  They  will  be  active  in  seeking  ways 
and  means  of  improving  the  standards  of  care, 
L facilities  and  administration,  the  training  of  per- 
sonnel in  fire  prevention  and  the  skillful  evacuation 
of  patients  in  emergency,  fire  or  otherwise,  the  re- 
habilitation of  patients,  the  standardization  of  rec- 
I ords,  clinical  and  financial. 

The  Joint  Commission  on  the  Accreditation  of 
Hospitals  is  working  on  plans  for  the  establishment 
I of  an  accreditation  program  under  multiple  spon- 
sorship. The  Commission  believes  that  such  a 
program  should  be  an  extension  of  its  present 
activities. 

The  administration  of  a general  hospital  and  that 
of  a nursing  home  have  much  in  common.  We  are 
of  the  opinion  that  there  are  certain  dissimilarities 
which  require  attention.  For  example  the  general 
hospital  receives  income  from  sources  other  than 
the  patient.  Private  nursing  home  owners  are  not 
so  fortunate.  The  general  hospital  patient  is  not 
only  anxious  to  leave  as  soon  as  possible  but  it  is 
advantagious  to  the  hospital  if  patients  are  dis- 
charged as  promptly  as  possible. 

In  the  nursing  home  emphasis  is  not  upon  short 
term  stay,  (and  what  a difference  that  makes  in  the 
psychology  of  patients,  nurses  and  attendants  )but 
upon  long  term  care. 

Seven  of  the  twenty-five  private  nursing  homes 
in  Delaware  have  applied  for  accreditation  by  our 
Council.  Of  the  seven,  one  did  not  meet  our 
standard,  one  is  pending  and  five  have  been  ac- 
credited. The  five  homes  which  were  accredited 
have  a bed  capacity  of  one  hundred  and  fifty-five. 
This  is  approximately  twenty-one  per  cent  of  the 
seven  hundred  and  twenty-two  beds  in  private 
nursing  homes  in  this  state. 

In  April  of  1962  the  Council  conducted  confer- 
ences on  improving  the  health  care  of  the  aged. 
This  included  addresses  by  members  of  the  medical 
dental  and  nursing  professions.  The  Red  Cross, 
Group  Hospital  Service,  Inc.,  and  Nursing  Home 
Owners  also  participated.  A group  of  nurses  from 


the  Delaware  Hospital  demonstrated  the  emergency 
removal  of  an  unconscious  patient  which  was  dra- 
matic and  helpful. 

The  Executive  Officer  of  the  Delaware  State  Board 
of  Health  delivered  an  address.  The  State  and  City 
Fire  Marshals  participated  as  well. 

Respectfully  submitted, 
VICTOR  D.  WASHBURN,  Chairman 

Dr.  Rennie:  We  now  have  the  reports  of  our 
Liaison  to  the  various  Societies. 

LIAISON  WITH  DELAWARE  DIVISION, 
AMERICAN  CANCER  SOCIETY 

Professional  Information 

The  Journal  for  Clinicians  was  sent  to  all  phy- 
sicians, osteopaths,  schools  of  Nursing  and  the 
Visiting  Nurse  Association.  Also  Cancer  News  was 
sent  to  all  of  the  above.  The  Journal  Cancer — was 
sent  to  all  hospital  libraries  and  The  Academy  of 
Medicine.  In  addition  The  Delaware  Academy  of 
Medicine  received  publications  and  periodicals  for 
the  cancer  section  of  the  library  to  the  amount  of 
$197.10.  4,732  additional  pieces  of  medical  litera- 

ture were  sent  to  all  nurses,  dentists  and  physicians. 
Also  a new  monograph  on  oral  cancer  was  sent  to 
dentists. 

Public  Education  Literature 

Copies  (17,476)  of  literature  were  sent  through 
physicians’  offices,  1200  through  dentists’  offices  and 
550  through  VNA  and  hospital  clinics. 

Displays 

The  Cancer  Registry  Display  was  placed  in  9 
hospitals  for  periods  of  two  weeks  together  with 
literature  for  physicians  and  staffs. 

Scholarship 

A cancer  nursing  scholarship  was  awarded  this 
year  to  Marie  Kerrigan,  R.N.,  Clinical  Instructor  at 
Wilmington  General  Hospital,  to  study  at  New  York 
University  and  the  Memorial  Hospital  in  New  York. 

Visiting  Lecturer 

John  V.  Brady,  M.D.,  spoke  to  a joint  session  of 
The  Academy  of  Medicine  and  The  Dental  Society 
in  March. 

Films  And  Kinescopes 

There  were  51  showings  for  student,  graduate 
and  practical  nurses,  medical  technicians  and  p.n. 
students.  Also  9 were  shown  for  physicians. 

Public  Education 

A Business  and  Industry  Program 

42  New  Castle  County  companies  had  company 
education  programs.  6 New  Castle  County  labor 
unions  had  film-speaker  programs.  3 Sussex 
County  companies  had  company  education  pro- 
grams. Approximately  55,000  pieces  of  litera- 
ture were  distributed  to  employees. 
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B Clubs  and  Organizations 

There  were  25  film-speaker  programs  in  New 
Castle  County  and  5 in  Kent  and  one  in  Sussex. 

C Churches  and  Neighborhood 

15  film-speaker  programs  were  given  in  New 
Castle  County — in  6 theatres  in  New  Castle 
County  there  were  scheduled  Crusade  Trailers. 
4 Kent  County  theatres  scheduled  the  film 
“Inside  Magoo,”  and  7 Sussex  County  theatres 
scheduled  the  “7  Danger  Signals”  short. 

D Schools  and  Colleges 

In  these  organizations  there  were  99  film  show- 
ings. In  addition — 21  schools  received  subscrip- 
tions to  Cancer  News  and  28  schools  received 
materials  for  classroom  study.  43  students 
called  or  came  into  division  office  for  informa- 
tion for  projects  and  papers.  The  Delaware 
Science  Fair  was  supported  financially  and  4 
scholarships  in  the  amount  of  $500  each  were 
awarded  the  University  of  Delaware. 

E Exhibits 

The  Delaware  State  Education  Association  met 
in  Wilmington  October  26-27  and  the  Cancer 
Society  had  an  exhibit  there.  There  was  an 
exhibit  at  the  Health  Fair,  March  13  to  22,  in 
Wilmington.  At  the  State  P.T.A.  Convention, 
April  13-14  in  Dover  there  was  an  exhibit.  The 
Delaware  State  Fair  in  Harrington,  July  21  to 
28  had  a booth  which  was  manned  by  32  Sus- 
sex County  volunteers,  who  distributed  7,000 
pieces  of  literature. 

F The  State  Board  of  Health 

The  State  Board  of  Health  reported  46  cancer 
film  showings  for  period  October  1,  1961  to 
July  1,  1962. 

Research  And  Grants-in-Aid 

$2,925  was  given  to  Memorial  Hospital  for  in- 
fusion study.  $10,000  additional  was  contributed 
to  National  Research  specifically  for  use  at 
Biochemical  Research  Foundation  in  Newark. 
This  was  for  Dr.  Arthur  E.  Bogden’s  immuno- 
logical study  (total  grant  $17,700).  $1,000  was 

provided  for  the  Delaware  State  Pathology 
Society  to  classify  and  catalogue  slides. 

Professional  Service 

The  Delaware  Division  contributes  financially 
toward  cancer  registration  at  the  Milford  Mem- 
orial and  Beebe  Hospitals.  Dover's  notification 
program  for  period  Februray  1,  1959  to  August 
31,  1962  has  a record  of  20,936  smears.  128  phy- 
sicians participated  in  this  program  of  which 
95  were  from  New  Castle  County,  15  from  Kent 
County  and  18  from  Sussex. 


Patient  Service 


New 

New  applications 

3astle  Kent  Sussex  ' 

Total 

approved 

102  14 

27 

143 

Total  pts.  assisted 

151  34 

28 

213 

Drugs  supplied 
Aid  with  hospital 

39  pts  8 

pts  18  pts 

65  pts 

bills 

16  7 

10 

33 

Homemaker  service 

2 

2 

Transportation 
Equipment  from 

3 7 

10 

loan  closet 
'Visiting  Nurse 

43  7 

1 

51 

Association 

52 

52 

Dressings 

44  12 

13 

69 

Other* 

Delaware  Hospital 

11 

11 

22 

Home  Care 

13 

13 

*Colostomy,  ileostomy,  etc.  equipment 

New  Castle  Co. 

Dressings 

Bed  Pads 

Gowns 

distributed 
Kent  County 
distributed 
Sussex  County 
distributed 

39,420 

2,232 

14,880 

1,344 

118 

56,532 

1,344 

118 

Before  closing,  I would  like  to  bring  to  the  atten- 
tion of  the  House  of  Delegates  that  a new  program 
is  being  started.  This  is  a panel  made  up  of  clergy- 
men of  all  faiths,  social  workers  and  physicians.  Its 
purpose  is  to  acquaint  the  social  workers  and  clergy 
with  the  problems  arising  in  treating  completely 
the  cancer  patient.  The  Society  hopes  that  the 
State  Society  will  become  interested  in  this  program 
and  assign  key  personnal  to  this  panel. 

Respectfully  submitted, 

OSCAR  N.  STERN 

The  report  was  accepted. 

LIAISON  WITH 

DELAWARE  HEART  ASSOCIATION 

As  a member  of  the  Executive  Committee  of  the 
Delaware  Heart  Association  I have  continued  to 
participate  fairly  actively  in  the  management  of  its 
affairs.  To  my  knowledge  there  are  no  problems  or 
areas  of  friction  between  the  State  Medical  Society 
and  the  Heart  Association.  The  Delaware  Heart 
Association  has  continued  to  pursue  its  three-pronged 
course  of  action  involving  research,  education,  and 
community  service.  .Approximately  one-third  of  our 
local  budget  goes  into  research,  and  much  of  this 
is  in  support  of  activities  performed  inside  the  State 
of  Delaware. 

Educational  programs  continue  on  both  a pro- 
fessional and  a lay  level.  This  fall  in  particular 
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we  are  planning  a nurses’  seminar  about  heart 
disease  with  emphasis  on  the  closed  chest  method  of 
cardiac  resuscitation,  and  we  hope  to  have  one  of 
the  national  experts  on  this  subject  speak  at  that 
meeting. 


f 


The  area  of  community  service,  our  cardiac  sur- 
gery program  in  association  with  the  University  of 
Pennsylvania,  continues  at  a very  active  level,  and 
the  screening  clinic  at  the  Delaware  Hospital  for 
patients  who  may  be  potential  candidates  for  cardiac 
catheterization  and/or  surgery  is  attended  two  or 
three  times  a month  by  Dr.  Zinsser  from  the  Uni- 
versity of  Pennsylvania. 

Respectfully  submitted, 
ROBERT  L.  DEWEES 


The  report  was  accepted. 

LIAISON  WITH 

MENTAL  HEALTH  ACTIVITIES 

The  fiscal  year  1961-62  was  a period  characterized 
by  several  significant  changes  in  planning  and  pro- 
graming for  Mental  Health  in  Delaware.  Legisla- 
tion enacted  by  the  General  Assembly  made  possible 
some  of  the  changes. 

On  July  1,  1961,  Dr.  Charles  K.  Bush,  Jr.,  as  Su- 
perintendent assumed  full  responsibility  for  the 
three  Delaware  mental  institutions  and  the  Daytime 
Care  Centers  for  Severely  Mentally  Retarded  Chil- 
idren.  Your  liaison  officer  for  Mental  Health,  having 
■ retired  from  the  administration  of  the  mental  health 
i'  institutions  and  the  Daytime  Care  Centers  con- 
tinued to  serve  the  mental  health  needs  of  the  State 
of  Delaware  in  the  capacity  of  Director  of  the  Mental 
Hygiene  Clinics,  State  Psychiatrist,  and  Consultant 
to  the  State  Board  of  Trustees. 


At  the  Delaware  State  Hospital  the  employment 
of  a full-time  director  of  Research  has  made  possible 
the  resumption  of  a research  program  in  the  effec- 
tiveness of  various  types  of  chemotherapy  in  the 
treatment  of  mental  illness.  The  Hospital  is  also 
participating  in  the  study  of  mental  illness  in  twins, 
research  sponsored  by  the  National  Institute  of 
Mental  Health. 


At  the  Hospital  For  The  Mentally  Retarded  at 
Stockley  the  full-time  Director  of  Research  who 
I joined  the  staff  there  during  the  previous  year  is 
pursuing  several  research  projects  which  may  help 
to  increase  our  knowledge  of  the  causes  of  mental 
illness  as  well  as  to  develop  improved  methods  of 
working  with  retarded  persons  so  that  they  may 
realize  their  highest  potential. 

The  General  Assembly  appropriated  funds  to  re- 
place the  “Black  Cottage’’  building  for  female  geri- 
atric cases.  This  is  one  of  the  oldest  buildings  for 
female  patients  at  the  Delaware  State  Hospital.  An 
appropriation  was  made  which  will  provide  three 
patient  buildings  at  the  Hospital  For  The  Mentally 
Retarded.  Modern  facilities  will  become  available 


for  50  patients.  This  is  the  beginning  of  a ten-year 
development  program  by  which  ultimately  all  build- 
ings at  Stockley  will  be  replaced  with  modern  struc- 
tures. Perhaps  the  most  outstanding  improvement 
in  the  facilities  at  Stockley  is  the  Rehabilitation 
Center  made  possible  by  funds  received  from  the 
Annual  All-Star  Football  Game.  This  building  is 
expected  to  be  ready  for  use  in  the  late  fall  of 
1962.  Construction  of  the  new  dining  room  for 
employees  and  guests  at  the  Delaware  State  Hospital 
was  completed  during  the  past  fiscal  year.  This 
attractive  building  with  improved  service  has  ap- 
preciably raised  the  morale  of  the  Hospital  staff 
and  of  others  privileged  to  use  this  facility. 

The  so-called  “open  staff”  for  mental  hospitals 
moved  nearer  to  reality  when  one  Wilmington  psy- 
chiatrist availed  himself  of  the  opportunity  to  hos- 
pitalize several  of  his  private  patients  at  the  Dela- 
ware State  Hospital  and  continue  to  treat  them,  as 
do  other  physicians  in  the  general  hospitals.  Two 
other  local  psychiatrists  later  during  the  year  made 
use  of  this  plan.  The  request  of  a general  physician 
to  continue  to  treat  medically  private  patients  hos- 
pitalized for  psychiatric  treatment  is  under  con- 
sideration at  present. 

While  all  the  Delaware  mental  health  institutes 
are  experiencing  the  shortage  of  professionally 
trained  personnel,  as  is  the  situation  throughout  the 
United  States,  the  number  of  staff  psychiatrists  and 
other  physicians  has  been  increased  significantly  at 
the  Delaware  State  Hospital.  A full-time  clinical 
director,  who  is  a qualified  psychiatrist,  and  two 
general  physicians  are  among  the  medical  staff  of 
the  Hospital.  The  professional  staff  at  the  Governor 
Bacon  Health  Center  during  1961-62  was  expanded 
by  the  employment  of  a full-time  pediatrician  and 
two  psychiatrists  who  have  specialty  Board  certi- 
fication. One  of  these  psychiatrists  is  the  Assistant 
Superintendent  and  Medical  Director;  the  other  is 
the  Clinical  Director. 

During  the  summer  of  1962  the  Delaware  State 
Hospital  and  The  Hospital  For  The  Mentally  Re- 
tarded operated  a program  for  teen-age  volunteers. 
The  Coordinator  of  Volunteer  Services  at  each  hos- 
pital directed  the  youngsters  who  performed  various 
services  for  the  patients.  Referrals  of  these  volun- 
teers were  made  by  the  American  Red  Cross  and 
various  schools.  There  were  42  young  people  of 
both  sexes,  15  years  of  age  and  over,  at  the  Dela- 
ware State  Hospital  and  16  at  the  Hospital  For  The 
Mentally  Retarded.  The  group  at  the  State  Hos- 
pital contributed  a total  of  2,200  hours;  one  girl 
alone  working  a total  of  220  hours.  This  project 
contributed  much  to  the  enjoyment  and  well-being 
of  the  patients  who  generally  responded  enthusi- 
astically to  the  ministrations  of  this  group  of  in- 
terested young  people.  The  benefits  accruing  to 
the  teen-age  participants  can  not  be  measured,  but 
undoubtedly  this  work  experience  has  helped  to 
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develop  emotional  maturity  in  these  high  school 
pupils.  It  has  also  given  them  first-hand  contact 
with  the  needs  and  problems  of  the  mentally  ill, 
emotionally  disturbed,  and  mentally  retarded.  Per- 
haps this  summer’s  activities  may  have  helped  to 
guide  some  toward  careers  in  Mental  Health. 

The  Mental  Hygiene  Clinics  continued  to  provide 
diagnostic,  preventive,  and  therapeutic  services  to 
mentally  ill  and  emotionally  disturbed  persons  who 
could  be  treated  on  an  out-patient  basis.  During 
the  fiscal  year  a total  of  1531  cases  were  accepted 
— 1012  in  the  New  Castle  County  Clinic  and  519 
in  the  Kent  and  Sussex  County  Clinics.  Fourteen 
days  of  psychiatric  service  were  provided  for  the 
Wilmington  public  schools.  The  general  practitioners 
throughout  the  State  have  shown  increasing  interest 
in  the  problems  of  persons  needing  psychiatric 
treatment.  Physicians  represent  the  source  of  re- 
ferral for  the  largest  number  of  cases  to  the  Mental 
Hygiene  Clinics.  During  the  past  fiscal  year  402  of 
the  total  number  of  cases  accepted  (26.3  per  cent) 
were  referred  by  physicians. 

On  March  1,  1962,  the  Home  Care  Program  for 
patients  of  the  Delaware  State  Hospital  was  trans- 
ferred to  the  jurisdiction  of  the  Mental  Hygiene 
Clinics  of  Delaware.  By  this  change  the  State 
Board  of  Trustees  hoped  to  provide  more  adequately 
for  those  patients  whose  treatment  could  be  con- 
tinued satisfactorily  in  the  community.  On  that 
date  234  patients  (male  71,  female  163)  were  trans- 
ferred to  the  supervision  of  the  Clinics.  From 
March  1,  1962,  to  the  end  of  the  fiscal  year,  June 
30,  1962,  54  patients  (male  18,  female  36)  were  ac- 
cepted for  treatment  in  the  Division  of  Home  Care 
Service  of  the  Mental  Hygiene  Clinics.  In  the 
three  months  in  which  the  Home  Care  Service  has 
been  under  the  present  supervision,  66  patients 
(male  21,  female  45)  have  been  discontinued  from 
the  Home  Care  Program.  Of  this  number  15  were 
returned  to  the  Delaware  State  Hospital  for  further 
residential  care  and  treatment. 

The  staff  of  the  Home  Care  Service  Division  now 
comprises  the  Director  of  the  Mental  Hygiene 
Clinics,  who  examines  all  patients  referred  for 
Home  Ca''e  Service;  a qualified  psychiatrist  serving 
on  a part-time  basis  (28  hours  a week),  three  full- 
time registered  nurses  and  two  clerks  for  the  New 
Castle  County  Clinic,  three  night  clinics  weekly  in 
the  Kent  and  Sussex  County  Clinics  staffed  by  a 
psychiatrist  and  one  registered  nurse  who  super- 
vises the  patients  in  the  two  lower  counties  and  a 
part  time  clerk. 

Mention  should  be  made  of  the  Health  Fair  held 
in  Wilmington,  Delaware,  in  March,  1962.  The 
Mental  Health  Association  of  Delaware,  the  Women’s 
Auxiliary  of  the  Delaware  Medical  Society,  the 
Women’s  Auxiliaries  of  the  State  mental  hospitals, 
and  several  other  groups  rendered  outstanding  serv- 
ice in  making  the  public  aware  of  the  aspects  and 


problems  of  maintaining  physical  and  mental  health. 
The  role  of  these  voluntary  organizations  in  develop- 
ing in  the  public  an  awareness  and  understanding 
of  mental  health  has  been  truly  significant  for  they 
have  been  the  liaison  between  the  general  public 
and  the  facilities  and  agencies  endeavoring  to  meet 
the  needs  of  those  with  mental  illness  or  severe 
emotional  problems  or  mental  retardation. 

Mental  Health  Week  was  observed  in  the  State 
late  in  May.  The  well-attended  luncheon  on  May 
24,  1962,  at  the  Gold  Ballroom  of  the  Hotel  duPont 
with  Governor  Meyner  of  New  Jersey  as  the  key- 
note speaker  and  “Open  House  at  the  Delaware 
State  Hospital,  including  a conference  for  high 
school  youth  to  introduce  them  to  careers  in  Mental 
Health  were  some  of  the  means  used  to  increase 
in  the  general  public  awareness  of  the  problems  of 
and  facilities  and  programs  for  promoting  Mental 
Health. 

Other  Mental  Health  activities  begun  during  1961- 
1962  which  have  not  reached  fruition  and  may  have 
a tar-reaching  effect  on  Mental  Health  in  Delaware 
include  the  appointment  of  the  Governor’s  Advisory 
Committee  on  Mental  Health,  comprising  46  Dela- 
ware citizens  who  have  accepted  responsibility  for 
working  with  Governor  Carvel  and  the  State  Board 
of  Trustees  on  various  phases  of  Mental  Health  in 
Delaware;  the  participation  of  private  citizens  with 
hospital  and  agency  personnel  in  Delaware  in  a 
mental  health  research  project  being  conducted  by 
the  World  Federation  for  Mental  Health,  and  the 
over-all  survey  of  the  mental  health  facilities  and 
needs  in  Delaware  under  the  auspices  of  the  Ameri- 
can Psychiatric  Association.  In  summary,  it  may 
be  pointed  out  that  although  there  are  many  unmet 
needs  and  areas  in  which  improvement  could  be 
affected,  Delaware  continues  to  be  in  the  vanguard 
of  the  States  in  programs  and  facilities  for  adminis- 
tering to  its  citizens  in  the  area  of  Mental  Health. 

Respectfully  submitted, 

M.  A.  TARUMIANZ 

The  report  was  accepted. 

LIAISON  WITH  THE  DELAWARE 
TUBERCULOSIS  AND  HEALTH  SOCIETY 

Statistics  obtained  from  the  Delaware  State  Board 
of  Health  indicate  that  up  to  October,  1962,  there 
has  been  an  increase  in  new  tuberculosis  cases  diag- 
nosed, in  comparison  with  the  same  period  in  1961. 
In  1962 — 138  cases  ;in  1961 — 136  cases.  At  last 
count  575  residents  were  receiving  treatment  in  the 
hospital  or  at  home. 

The  mobile  unit  teams  of  the  Society  and  the 
State  Board  of  Health  continue  to  lead  the  attack 
on  tuberculosis.  Approximately  75,000  PFX  x-rays 
are  taken  each  year  by  the  mobile  units.  Society 
and  Hospital  Units.  In  addition,  larger  confirma- 
tory films  are  taken  at  our  Society  Building.  Each 
year  an  evaluation  of  the  case  finding  program  is 
made.  As  a result  high  incident  areas  receive  in- 
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I creased  attention  by  the  mobile  units.  Last  summer 
! over  2500  migrant  laborers  were  x-rayed  at  the 
I farms.  Results  indicated  that  there  were  six  active 
cases  hospitalized. 

The  fourth  annual  endowed  lecture  on  some  phase 
of  respiratory  disease,  jointly  sponsored  by  the 
Delaware  Academy  of  Medicine  and  the  Delaware 
1 Academy  of  Medicine  and  the  Delaware  Tubercu- 
l|  losis  and  Health  Society,  will  be  presented  by  an 
I outstanding  chest  authority,  in  keeping  with  previous 
speakers. 

' The  Society  is  increasing  its  work  in  the  respira- 
tory disease  area  through  cooperation  with  the 
Pulmonary  Function  Laboratory  of  the  Delaware 
Hospital  and  also  with  the  treatment  center  at  the 
Emily  P.  Bissell  Hospital.  The  Society’s  activities 
! include  case  finding;  nursing  care  in  cooperation 
( with  the  Wilmington  Visiting  Nurse  Association; 
rehabilitation;  nurses’  scholarships  at  the  University 
of  Delaware;  hospital  student  nurse  program  at  the 
I Emily  P.  Bissell  Hospital;  research  in  pulmonary 
I function,  clinical  sarcoidosis  and  tuberculin  testing 
i in  the  schools. 

Respectfully  submitted, 
GERALD  A.  BEATTY 

The  report  was  accepted. 

LIAISON  WITH  DELAWARE 
VOCATIONAL  REHABILITATION 

During  the  preceding  year  there  have  been  no 
problems  that  have  arisen  that  have  necessitated 
a formal  meeting  between  the  representatives  of 
i the  State  Board  for  Vocational  Rehabilitation  and 
the  members  of  the  Liaison  Committee  of  the  state 
society. 

The  annual  report  of  the  Rehabilitation  Service 
reveals  an  all  time  high  of  527  disabled  persons 
who  were  rehabilitated  this  year.  Of  this  number 
91%  were  unemployed  at  the  time  of  referral.  The 
average  wage  before  rehabilitation  was  $3.02  per 
week  and  after  rehabilitation  $45.27  per  week. 

The  report  further  shows  that  60  of  the  rehabili- 
tated cases  were  welfare  patients  receiving  benefits 
which  in  the  course  of  a year  would  cost  the  state 
of  Delaware  an  excess  of  $50,000. 

The  report  also  reveals  that  on  the  basis  of  the 
number  of  rehabilitations  per  one  hundred  thousand 
population,  Delaware  ranked  fifth  in  the  fifty-four 
states  and  territories  which  operate  rehabilitation 
programs.  On  the  basis  of  this  report  it  is  obvious 
the  State  Rehabilitation  Service  is  doing  an  out- 
standing job  in  rehabilitating  the  citizens  of  Dela- 
ware. Those  of  us  who  have  worked  with  the 
Service  on  many  problems  will  attest  to  this  excel- 
lent record. 

Respectfully  submitted, 

S.  WARD  CASSELLS 

The  report  was  accepted. 


Dr.  Rennie:  We  now  have  the  election  of  officers 
and  the  report  of  the  Nominating  Committee. 

REPORT  OF  THE 
COMMITTEE  ON  NOMINATIONS 

Your  Committee  on  Nominations  has  met  and 
considered  positions  to  be  filled  for  the  year  October, 
1962  through  October,  1963.  We  respectfully  sub- 
mit the  following  nominations: 

Vice  President — Charles  Levy,  M.D. 

Secretary — Joseph  W.  Abbiss,  M.D. 

Treasurer — John  W.  Howard,  M.D. 

Delegate  to  the  Delaware  Academy  of  Medicine — 
Victor  D.  Washburn,  M.D. 

Committee  on  Program 

Lewis  B.  Flinn,  M.D.,  Chairman 
Richard  W.  Tobin,  M.D. 

Laurence  L.  Fitchett,  M.D. 

Committee  on  Publications 

A.  Henry  Claggett,  Jr.,  M.D.,  Chairman 
Joseph  W.  Abbiss,  M.D. 

M.  A.  Tarumianz,  M.D. 

Committee  on  Public  Laws 

William  O.  LaMotte,  Jr.,  M.D.,  Chairman 
James  Beebe,  Jr.,  M.D. 

J.  Leland  Fox,  M.D. 

John  J.  Lazzeri,  M.D. 

Eugene  R.  McNinch,  M.D. 

Committee  on  Education 

Leonard  P.  Lang,  M.D.,  Chairman 
Leslie  M.  Dobson,  M.D. 

Olin  S.  Alien,  II,  M.D. 

Committee  on  Budget 

John  W.  Howard,  M.D.,  Chairman 
John  C.  Rawlins,  M.D. 

Charles  W.  Walker,  M.D. 

Maynard  H.  Mires,  M.D. 

John  W.  Alden,  Jr.,  M.D. 

Committee  on  Nominations 

Robert  R.  Layton,  M.D.,  Chairman 
Douglas  M.  Gay,  M.D. 

Arnold  H.  Williams,  M.D. 

Members  of  Board  of  Group  Hospital  Serivce,  Inc. 
Joseph  A.  Arminio,  M.D. 

William  B.  Cooper,  Jr.,  M.D. 

Robert  R.  Layton,  M.D. 

Charles  Levy,  M.D. 

H.  Thomas  McGuire,  M.D. 

Edwin  A.  Mekanik,  M.D. 

Nominees  to  the  Board  of  Medical  Examiners 
Leonard  P.  Lang,  M.D. 

John  C.  Pierson,  M.D. 

Norman  L.  Cannon,  M.D. 

Charles  E.  Maroney,  M.D. 

Joseph  W.  Abbiss,  M.D. 

Robert  O.  Y.  Warren,  M.D. 
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Lewis  B.  Flinn,  M.D. 

John  B.  Baker,  M.D. 

Irvine  M.  Flinn,  Jr.,  M.D. 

James  B.  Homan,  M.D. 

Respectfully  submitted, 

FRANK  A.  JONES 

As  there  were  no  nominations  from  the  floor,  a 
motion  was  made,  seconded  and  carried  to  accept 
the  report. 

Dr.  Rennie:  Now  comes  the  time  for  new  business. 
We  have  a number  of  resolutions.  These  resolutions 
have  been  submitted  to  committees  for  their  re- 
action, and  the  Reference  Committee  reports  will 
be  also  given  to  you. 

RESOLUTION  NO.  1 

Amendment  to  By-Laws,  reconstituting  Committee 
on  Nominations 

Be  it  resolved  by  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware: 

1.  That  “Committee  on  Nominations”  be  deleted 
from  Article  12,  Section  1 of  the  By-Laws. 

2.  That  Article  12,  Section  11,  specifying  the 
composition  and  duties  of  the  Committee  on 
Nominations,  be  deleted  entirely. 

3.  That  a new  Article  12,  Section  11,  be  inserted 
to  read  as  follows: 

“The  Committee  on  Nominations  consists  of 
five  members.  One  member  shall  be  selected 
by  the  Kent  County  Medical  Society,  one 
shall  be  selected  by  the  Sussex  County  Medi- 
cal Society,  and  two  by  the  New  Castle  County 
Medical  Society.  The  President  will  be  a 
member  of  the  Committee,  and  will  serve 
as  its  chairman.” 

“The  name  of  the  member(s)  selected  by 
each  county  medical  society  will  be  submitted 
to  the  President  at  least  90  days  prior  to  the 
Annual  Meeting  of  the  House  of  Delegates.” 
“The  Committee  shall  submit,  as  set  forth 
in  Section  2 of  this  Article,  a list  of  nominees 
for  such  officers  and  elected  committees  not 
otherwise  provided  for  in  the  By-Laws.” 

Reference  Committee  Report  On  Resoultion  No.  1 

Reconstitutes  the  Committee  on  Nominations.  The 
Reference  Committee  on  Public  Affairs  is  in  sym- 
pathy with  the  intent  of  this  resolution,  but  feels 
that  it  would  be  more  appropriate  for  the  President- 
Elect  to  serve  as  chairman  of  the  Nominating  Com- 
mittee, since  it  is  he  who  will  be  primarily  respon- 
sible for  the  activities  of  the  Society  during  the 
term  the  nominees  will  serve.  The  Committee  calls 
your  attention,  too,  to  the  fact  that  the  President  is  a 


member  ex-officio  of  all  committees,  and  is  privi- 
leged to  sit  with  the  Committee  on  Nominations  if 
he  so  desires.  I move  that  paragraph  1 of  the  pro- 
posed new  section  of  the  By-Laws  be  amended  by 
having  the  last  sentence  read  “The  President-Elect 
will  be  a member  of  the  Committee,  and  will  serve 
as  its  chairman.” 

Mr.  President,  I move  the  adoption  of  the  resolu- 
tion as  amended. 

Resolution  was  adopted  as  amended. 

RESOLUTION  NO.  2 

Compensation  of  Executive  Secretary,  State  Board 
of  Health 

WHEREAS,  all  of  the  employees  of  the  Delaware 
State  Board  of  Health  are  compensated  on  an 
established  salary  schedule,  with  the  exception  of 
the  executive  secretary,  whose  compensation  is  a 
matter  of  legislative  action  in  the  state’s  budget,  and 

WHEREAS,  the  present  executive  secretary  of 
the  State  Board  of  Health  has  served  the  Board  for 
28  years,  during  which  his  position  has  been  one 
of  increasing  responsibility  and  complexity,  and  of 
increasing  usefulness  to  the  people  of  this  state,  and 

WHEREAS,  the  use  of  the  salary  schedule  for 
some  employees  and  budget  items  for  another  has 
led  to  serious  inequities,  therefore  be  it 

RESOLVED,  that  the  Medical  Society  of  Delaware 
recommend  to  the  Governor  and  to  the  Budget 
Commission  of  the  State  of  Delaware  that  the  State 
Board  of  Health  be  permitted  to  compensate  its 
executive  secretary  on  a basis  commensurate  with 
his  position  and  responsibility,  and  consistent  with 
his  training,  experience  and  length  of  service  to 
the  state. 

Reference  Committee  Report  On  Resolution  No.  2 

The  Reference  Committee  on  Public  Affairs  feels 
that  the  Board  of  Health  is  best  qualified  to  assess 
the  complexity  and  responsibility  involved  in  the 
duties  of  its  executive  secretary.  The  Committee 
understands,  further,  that  those  responsible  for 
adopting  the  budget  of  the  State  of  Delaware  have 
not  seen  fit  to  accept  the  recommendations  of  the 
Board  of  Health  on  this  point,  to  an  extent  that 
serious  inequities  have  developed  in  the  salary 
schedule  of  the  State  Board  of  Health,  inasmuch  as 
its  chief  officer  is  receiving  compensation  which 
is  poor  proportion  to  compensation  received  by 
other  employees  of  the  Board  whose  salaries  are 
set  by  schedule  rather  than  by  legislative  action. 

Resolution  was  adopted. 

The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical  Society 
office  and  is  available  to  members  for  reference. 
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BRONCHODILATING  AEROSOLS 

Comparative  Actions  of  a New  Method  of  Administration 


* Many  drugs  are  being  used  widely  in  clinical 
medicine  because  of  their  bronchodilating  action. 
A discussion  of  such  drugs  given  by  aerosol  and 
by  mouth  should  help  the  physician  decide  the 
best  medication  and  methods  for  his  individual 
patients. 


James  M.  Hofford,  M.D. 


In  1897  Abel  separated  from  the  adrenal 
medulla  a substance  called  epinephrine  or 
adrenalin.  In  1912  Ephriam  saw  during  bron- 
choscopy that  the  subcutaneous  injection  of 
adrenalin  caused  anemia  or  a blanching  of 
the  mucous  membranes  of  the  bronchi,  and 
he  concluded  that  the  blanching  produced  a 
beneficial  effect  in  asthmatic  patients.  At  the 
same  time  he  showed  that  endobronchial  ap- 
plication also  caused  anemia  of  the  mucous 
membranes. 

It  was  not  until  as  recent  as  1935  that 
Graesser  and  Rowe  reported  the  use  of  epine- 
phrine in  1:100  by  aerosol  in  the  atomizer. 
They  noted  less  nervousness  and  tachycardia 
by  aerosol  than  when  a 1 : 1000  solution  was 
given  by  subcutaneous  injection.  They  stated 
that  the  rapidity  of  aerosol  effect  suggested  a 
direct  action  on  the  bronchial  mucosa.  ‘ 

Isuprel  or  isoproterenol  hydochloride  was 
first  used  in  Germany  during  World  War  II 


Dr.  Hofford  is  Associate  in  Medicine  and  Director  of  the  Pul- 
monary Function  Laboratory,  Delaware  Hospital.  Wilmington. 


and  its  bronchodilating  effects  were  first  re- 
ported in  1940. 

In  a report  to  the  Council  on  Pharmacy  and 
Chemistry  of  the  Journal  of  the  American 
Medical  Association  in  1949,  Gay  and  Long 
stated  that  the  inhalation  by  nebulization  was 
the  best  method  of  administration  of  Isuprel. 

An  aerosol  is  defined  as  a fine  dispersion 
of  a solid  or  liquid  in  a gaseous  medium.  The 
term  should  be  restricted  to  a true  gaseous 
colloid,  that  is,  to  systems  characterized  by  a 
high  stability  of  the  dispersed  phase  within  the 
air  or  gas.  A true  liquid  aerosol  does  not  wet 
the  surfaces  which  it  touches. 

The  absorption  and  degree  of  systemic  ef- 
fect of  bronchodilating  aerosols  is  a matter 
of  interest.  Some  authors  state  that  only  3% 
of  inhaled  vapors  reach  the  lung.  The  depth 
of  penetration  increases  with  decreasing  par- 
ticle size,  while  the  percent  of  pulmonary 
retention  increases  with  increasing  size  The 
reason  is  that  small  particles  may  be  exhaled 
while  larger  particles  are  trapped  within  the 
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lung.  The  best  retention  is  with  particles  in 
the  0.5  to  2.0  micra  range. 

Certain  investigators  have  divided  the  res- 
piratory tract  into  three  parts.  The  mouth 
and  naso-pharnyx,  the  trachea  and  the  bron- 
chial airways.  They  found  that  the  blood 
pressure  and  pulse  did  not  change  when  large 
doses  of  epinephrine  were  instilled  into  the 
mouth,  naso-pharnyx  or  trachea.  The  bron- 
chial muscosa  proved  to  be  a good  absorbing 
surface  for  epinephrine  since  blood  pressure 
and  pulse  changes  were  demonstrated  after 
small  doses  were  deposited  on  a bronchus. 

Two  Reasons 

There  are  two  reasons  for  presenting  this 
paper.  The  first  is  to  compare  the  effects  of 
different  bronchodilating  agents  by  means  of 
pulmonary  function  tests. 

There  have  been  many  articles  published 
in  the  literature  stating  the  merits  of  one  or 
the  other  bronchodilator.  Isuprel  seems  to 
have  become  the  popular  agent  at  this  time. 
Many  papers  in  the  literature  are  concerned 
with  subjective  improvement  but  do  not  al- 
ways document  in  physiological  fashion  the 
degree  of  improvement  using  pulmonary  func- 
tion tests.  There  are  few  papers  which  actually 
list  the  changes  in  pulmonary  function  follow- 
ing therapy  or  compare  one  drug  with  another. 

The  second  reason  for  presenting  this  paper 
is  to  report  a new  method  of  administering 
aerosol  preparations.  Aerosols  are  usually  ad- 
ministered through  a nebulizer  operated  by  a 
hand  bulb,  through  a cartridge  pressurized 


container  such  as  an  Isuprel  mistometer  or 
through  a nebulizer  in  which  the  solution  is 
vaporized  by  means  of  a constant  stream  of 
oxygen.  These  nebulizers  depend  on  the  pa- 
tient’s intelligence  and  ability  to  cooperate 
in  inhaling  the  medication. 

An  apparatus  has  been  created  (Picture  1) 
from  which  the  patient  can  breathe  passively 
with  little  chance  of  spilling  or  swallowing 
the  medication.  The  apparatus  as  shown  in 
the  picture  has  been  named  the  aerosol  cham- 
ber. The  picture  shows  a vaponephrine-type 
nebulizer  attached  to  a plastic  chamber.  A 
stream  of  oxygen  enters  the  nebulizer  and 
creates  an  aerosol.  The  aerosol  flows  through 
the  perforated  center  tube  into  the  main  cham- 
ber. The  patient  breathes  through  the  mouth- 
piece from  the  main  chamber  and  then  expires 
into  the  atmosphere  by  means  of  a one-way 
valve.  The  patient’s  nose  is  clamped.  There 
is  a draft  hole  at  the  end  of  the  main  chamber 
through  which  the  patient  receives  an  acces- 
sory flow  of  air.  This  accessory  stream  of  air  j 
into  the  main  chamber  further  breaks  up  the  i 
particles  of  the  aerosol  by  evaporation  and  j 
helps  to  create  a smaller  particle  size.  ■ 

We  can  give  a standard  dose  of  medication 
in  this  chamber.  There  is  little  chance  that  ; 
from  patient  to  patient  the  amount  of  medi- 
cation inhaled  will  vary  because  of  personal 
differences  in  manipulating  the  nebulizer. 

Methods 

The  pulmonary  function  tests  were  per- 
formed using  a 13 liter  Collins  spirometer  in 
the  Pulmonary  Function  Laboratory  of  the 
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Delaware  Hospital.  The  vital  capacity,  maxi- 
mum breathing  capacity  and  maximum  expira- 
tory flow  rate  were  each  measured  before  and 
after  a bronchodilating  aerosol.  Blood  pres- 
sure and  pulse  were  also  recorded  before  and 
after  administration  of  an  aerosol. 

Isuprel  was  given  as  1 cc  of  a 1 : 200  solution 
in  aerosol  form.  Isuprel  is  isoproterenol  and 
is  quite  similar  to  epinephrine  in  chemical 
structure. 

Cay  tine  was  given  as  1 cc  of  a 1.0%  solu- 
tion in  aerosol  form.  Caytine  is  alpha  pro- 
tocatechyl  alcohol  and  is  related  chemically 
to  Isuprel. 

Elixophyllin  was  given  in  a 75  cc  dose  by 
mouth.  It  is  composed  of  theophyllin  and 
ethyl  alcohol.  The  chemical  structure  of  theo- 
phyllin is  quite  different  from  that  of  Isuprel 
or  Caytine. 

One  cc  of  saline  was  administered  as  an 
aerosol  solution  for  control  purposes. 


% INCREASE  V.C. 

Circle  or  Triangle  = one  patient 
Triangle=%  increase  in  saline  range 
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We  selected  15  patients.  They  all  had 
chronic  bronchial  obstructive  problems  such 
as  asthma,  chronic  bronchitis,  emphysema  with 
pulmonary  fibrosis,  bronchiectasis  and  bron- 
chostenosis. The  patients  were  quite  coopera- 
tive. Each  returned  on  five  separate  occasions 
and  on  each  occasion  the  pulmonary  function 
tests  were  made  before  and  after  the  adminis- 
tration of  a different  bronchodilating  agent. 
Only  one  drug  was  tested  on  one  day. 

Results 

Graph  I shows  the  changes  in  vital  capacity 
after  giving  the  different  drugs  by  different 
methods  of  administration.  The  triangles  in 
this  and  subsequent  graphs  will  show  percent 
changes  in  vital  capacity  in  the  control  (sa- 
line) range.  The  open  circles  will  indicate 
percent  increases  above  the  saline  range.  Each 
circle  or  triangle  represents  one  patient.  The 
vital  capacity  is  the  maximum  amount  of  air 
that  one  can  expire  after  he  has  inspired 
maximally. 

Graph  I shows  that  9 out  of  15  patients 
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% INCREASE  M.E.F.R. 
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showed  responses  above  the  maximal  saline 
response  with  Isuprel  by  chamber.  Isuprel  by 
nebulizer  and  Caytine  by  chamber  showed 
10  of  15  patients  with  increase  above  the  sal- 
line  range.  Elixophyllin  showed  a similar  ac- 
tion in  11  of  15  patients.  It  can  be  seen  that 
the  bronchodilating  aerosols  do  have  a positive 
effect  when  compared  with  a saline  aerosol. 

In  Graph  II  we  see  the  percent  changes  in 
maximum  breathing  capacity.  The  maximum 
breathing  capacity  is  the  maximum  amount  of 
air  that  one  can  ventilate  in  a one  minute 
period.  The  effect  of  the  bronchodilating 
aerosols  is  much  better  than  that  of  the  saline 
control. 

Isuprel  given  by  chamber  caused  1 1 patients 
to  have  increases  above  the  maximum  saline 
response  in  comparison  to  only  9 patients 
who  had  been  given  Isuprel  by  nebulizer,  10 
given  Caytine  by  chamber  and  7 given  Elixo- 
phyllin by  mouth. 

Graph  II  shows  the  percent  increase  in 
maximum  expiratory  flow  rate.  The  normal 
maximum  expiratory  flow  rate  is  4 to  6 liters 
per  second  and  is  a measure  of  airway  ob- 
struction. 

Positive  responses  above  the  saline  range 
were  found  in  9 of  15  patients  given  Isuprel 
in  the  chamber,  7 of  14  given  Isuprel  in  the 


nebulizer,  10  to  15  given  Caytine  in  the  cham- 
ber and  8 to  15  given  ElixophyUin  by  mouth. 
The  response  is  good  with  each  drug.  Isuprel 
in  the  chamber  promoted  positive  responses 
of  a greater  degree.  There  were  6 patients 
given  Isuprel  in  the  chamber  who  had  increases 
above  60%. 

Graph  IV  shows  the  percent  increase  in 
pulse  after  the  administration  of  a broncho- 
dilating agent. 

The  myocardium  is  stimulated  by  each  of 
these  drugs.  The  greater  the  blood  stream 
absorption,  the  greater  the  increase  in  pulse. 
The  method  of  administration  producing  small 
particles  for  deep  penetration  to  the  bronchi 
would  be  expected  to  produce  the  most  blood 
stream  absorption.  It  has  already  been  men- 
tioned that  the  blood  stream  absorption  is 
best  in  the  bronchi. 


GRAPH  IV 
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It  is  shown  in  Graph  IV  that  the  percent 
increase  above  15%  is  greatest  when  Isuprel 
is  given  by  chamber.  This  is  supportive  evi- 
dence that  the  chamber  produces  small  par- 
ticles for  deep  penetration  to  the  bronchi. 

Isuprel  by  chamber  increased  the  pulse 
above  15%  in  7 of  14  patients,  Isuprel  by 
nebulizer  increased  the  pulse  above  15%  in 
2 of  13  patients,  Caytine  by  chamber  increased 
the  pulse  above  15%  in  2 of  13  patients  and 
with  Elixophyllin  3 out  of  12  patients  had 
increases  above  15%.  It  is  difficult  to  explain 
why  two  of  the  saline  controls  were  above 
15%. 

Graph  V shows  the  percent  increases  in 
systolic  blood  pressure.  We  see  that  in  most 
instances  there  is  no  increase  or  an  actual  de- 
crease in  blood  pressure  following  these  agents. 
The  literature  states  that  Isuprel  usually 
lowers  blood  pressure  because  of  peripheral 
vasodilatation.  Isuprel  given  in  the  aerosol 
chamber  caused  increases  above  5%  in  4 
cases.  Isuprel  by  nebulizer  did  not  produce 
any  increase  above  5%  and  had  about  the 
same  effect  as  saline. 

Caytine  is  a congener  of  Isuprel  and  might 
be  expected  to  act  similarly  to  Isuprel.  Cay- 
tine in  the  chamber  produced  an  increase 
above  5%  in  one  patient.  Theophyllin,  the 
active  ingredient  of  Elixophyllin,  has  an  un- 
predictable effect  with  reference  to  blood  pres- 
sure. There  is  usually  a slight  rise.  Elixo- 
phyllin increased  blood  pressure  in  only  two 
cases. 

Summary 

This  paper  describes  a new  apparatus  for 
standardizing  the  administration  of  aerosol 
solutions.  The  data  indicates  that  the  aerosol 
chamber  more  effectively  administers  the 
bronchodilating  solutions  when  one  considers 
the  maximum  expiratory  flow  rate,  maximum 
breathing  capacity,  blood  pressure  and  pulse. 

The  data  show  rather  consistent  increases 
in  vital  capacity,  maximum  breathing  capacity 
and  maximum  expiratory  flow  rate  after  the 
administration  of  Isuprel,  Caytine  and  Elixo- 
phyllin. 


GRAPH  V 


% INCREASE  SYSTOLIC  BLOOD  PRESSURE 
Circle  or  Triangle  = one  patient 
Triangle  =%  increase  in  saline  range 
Circle  =%  increase  above  saline  range 

After  the  administration  of  one  of  these 
bronchodilating  agents,  we  can  expect  average 
increases  in  vital  capacity  between  5 and 
20%,  increases  in  maximum  breathing  ca- 
pacity between  18  and  50%  and  increases  in 
maximum  expiratory  flow  rate  between  20  and 
80%. 

The  blood  pressure  will  not  change  signifi- 
cantly in  most  cases. 

The  pulse  increased  in  a significant  number 
of  cases  only  when  Isuprel  was  given  by  the 
aerosol  chamber. 

There  were  side  effects  in  two  patients  re- 
ceiving Elixophyllin.  One  patient  became  very 
sleepy,  and  one  patient  noted  dizziness  which 
necessitated  rest  for  one  hour.  Caytine  pro- 
duced a sensation  of  cardiac  palpitation  in 
one  case.  In  general,  side  effects  with  these 
drugs  were  minimal. 

References  will  be  supplied  by  the  Journal  on  request. 
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SDENTIFICATION  OF  GROUP  A STREPTOCOCCI 

IN  THROAT  CULTURES 

By  the  Fluorescent  Antibody  Technique 


• The  fluorescent  antibody  procedure  may  be 
considered  as  a new  way  to  visualize  antigen- 
antibody  reactions.  In  this  study,  it  was  used 
for  the  rapid  detection  of  group  A streptococci  in 
throat  cultures  and  proved  an  excellent  addition 
to  the  diagnostic  armamentarium. 


In  a recent  study  of  rheumatic  fever  patients 
at  Irvington  House,  Zagala  and  Feinstein  have 
indicated  that  the  physician  who  examines 
the  patient  with  a sore  throat  must  differ- 
entiate infections  due  to  group  A streptococci 
from  those  caused  by  some  other  agent.  Fur- 
ther, these  authors  point  out  that  “the  accur- 
ate identification  of  streptococcal  pharyngitis 
requires  laboratory  assistance  to  demonstrate 
the  organism  directly,  either  by  throat  cul- 
ture, fluorescent  antibody  stains,  or  other 
techniques.” 

The  present  authors’  interest  in  carrying  out 
a controlled  bacteriological  study  of  the  iden- 
tification of  group  A streptococci  from  throat 
cultures  was  prompted  by  the  following: 

(a)  An  opportunity  afforded  one  of  us  to 
attend  a training  course  on  the  perform- 
ance of  diagnostic  fluorescent  antibody 
(FA)  test  procedures  at  the  Communic- 
able Disease  Center,  Atlanta,  Georgia, 
made  possible  through  the  cooperation 
of  the  Delaware  Hospital  and  the  State 
Department  of  Health. 

(b)  The  desire  to  evaluate  the  FA  pro- 
cedure as  a diagnostic  tool  for  the  rapid 
detection  of  group  A streptococci  in 
throat  swabs. 

(c)  The  acquisition,  through  the  good  of- 
fices of  the  Departments  of  Pediatrics 


Dr.  Holloway  is  Associate  in  Medicine;  Mr.  Scott  is  Director, 
Bacteriology  Department,  Delaware  Hospital,  Wilmington. 


E.  G.  Scott,  M.S.,  M.T. 

W.  J.  Holloway,  M.D. 

and  Medicine,  and  a private  philan- 
thropy, of  funds  sufficient  to  purchase 
the  FA  microscope,  an  ultraviolet  light 
source  and  other  essential  equipment 
and  supplies. 

(d)  The  interest  exhibited  by  the  practic- 
ing physicians  to  provide  clinical  ma-  i 
terial  from  selected  patients.  I 

It  was  thereupon  decided  to  carry  out  a | 
pilot  study  of  throat  swabs  from  100  patients  | 
suspected  of  having  group  A streptococcal  I 
pharyngitis,  using  conventional  culture  ’ 
methods  and  the  rapid  FA  procedure.  i 

Methods 

Conventional  Cultural  Procedures 

All  cultures  were  obtained  by  swabbing  the 
involved  area  thoroughly  with  two  sterile 
dacron-tipped  applicator  sticks,*  which  were 
provided  in  a sterile  glassine  envelope,  labeled 
with  patient  and  doctor’s  name  and  date. 
After  collection,  the  swabs  were  returned  to 
the  envelope  and  were  stored  in  the  freezer, 
where  they  accumulated  for  not  more  than 
4 days(  test  were  carried  out  on  Tuesday  and 
Friday  only),  until  processing. 

On  the  day  of  the  test,  a swab  from  each 
patient  was  streak-inoculated  to  the  surface 
of  a 5%  sheep  blood  agar  (BBL  tr5rpticase 
soy  agar)  plate  and  incubated  overnight  in 


*The  group  A antiserum  was  supplied  through  the  courtesy  of  Dr. 
Armine  T.  Wilson’s  laboratory,  Alfred  I.  duPont  Institute,  Wil- 
mington, Delaware. 
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a candle  jar  at  35-37  C.  The  duplicate  swab 
was  placed  in  a screw-capped  tube  containing 
one  ml.  of  sterile  Todd-Hewitt  broth  (BBL) 
and  incubated  for  4 hours  at  35-37  C.  At  the 
end  of  this  period,  the  swab  was  removed  and 
wrung  out  against  the  side  wall  of  the  tube, 
then  transferred  to  a sterile,  rubber-stoppered 
test  tube  and  stored  in  the  refrigerator  until 
I the  test  was  completed.  The  broth  tube  was 
j then  centrifugated  at  3000  rpm  for  5 minutes. 

I The  supernatant  fluid  was  decanted  into  dis- 
infectant soluition.  The  lip  of  the  tube  was 
I wiped  with  an  alcohol  sponge  and  flamed. 

A pour  plate  was  prepared  by  combining 
i one  drained  loopful  of  this  sediment  (well  sus- 
pended) with  0.8  ml.  of  sterile  sheep  blood  in 
: a tube  containing  20  ml.  of  melted  and  cooled 

(45  C)  tryptose  blood  agar  base  (Difco).  This 
' was  mixed  well  and  poured  into  a sterile  dis- 
posable 100x5  mm.  Petri  dish. 

j The  remaining  sediment  was  suspended  in 
1 ml.  of  buffered  saline  solution  (pH  7.2),  the 
, tube  centrifugated,  and  the  supernatant  fluid 
I decanted  as  before.  Slides  were  then  pre- 
pared in  triplicate,  for  staining  by  FA,  using 
I the  procedures  recommended  by  the  Com- 
municable Disease  Center  and  the  Baltimore 
Biological  Laboratory.  Any  beta  hemolytic 
streptococcus  colonies  observed  on  the  streak 
or  pour  plates  were  fished  to  obtain  pure  cul- 
tures, and  these  were  further  studied  by  use 
of  the  bacitracin  disc  procedure,  and  the 
Lancefield  precipitin  technique*  for  identifi- 
cation as  group  A streptococci. 

FA  Method 

The  direct  FA  staining  procedure  was  used 
in  this  study,  and  it  may  be  visualized  as  a 
newer  way  to  detect  antigen-antibody  reac- 
tions. Smears  containing  antigen  (group  A- 
streptococci,  in  this  instance)  are  stained  with 
antibody  (group  A streptococcus  globulin,  pre- 
pared by  immunizing  rabbits)  which  has  been 
labeled  with  a fluorescent  dye.  The  excess 
labeled  antibody  (conjugate)  is  removed  from 
the  slide  by  washing  in  several  changes  of 
buffered  saline  solution.  If  a specific  antigen- 


*The  ability  of  streptococci  to  survive  drying  on  dacron-tipped  swabs 
has  been  documented  by  Hollinger  et  al  and  demonstrated  to  be 
a satisfactory  procedure  in  unpublished  studies  conducted  in  this 
laboratory,  as  suggested  by  Herman  Rosenblum,  M.D..  Wilming- 
ton. Delaware. 


antibody  reaction  has  occurred  (i.e.,  if  group 
A streptococci  were  present),  the  organisms 
will  glow  with  a bright  yellow-green  fluores- 
cence, when  examined  under  a dark  field  mi- 
croscope illuminated  with  a high  intensity 
ultraviolet  light  source. 

The  slides  prepared  from  the  broth  culture 
sediment  previously  described  were  stained 
with  FA  reagents  provided  by  the  Baltimore 
Biological  Laboratory  and  the  Communicable 
Disease  Center.  Group  A streptococcus  con- 
jugate (BBL  Lot  125),  group  C.  streptococcus 
globulin  (BBL  Lot  9-2061)  and  “normal” 
rabbit  conjugate  (CDC  Lot  MDM  172)  were 
used  in  various  combinations,  to  eliminate  as 
much  as  possible  any  cross  reactions.  Culture 
controls,  consisting  of  stock  strain  of  group  A 
and  group  C streptococci  and  Staph,  aureus 
(CDC)  were  included  in  each  day’s  batch  of 
tests. 

When  present,  group  A streptococci  stained 
with  a bright  green-yellow  fluorescence  (3-4 
plus)  around  the  rims  of  the  individual  cocci. 
This  occurred  when  either  the  group  A con- 
jugate was  used  alone,  or  in  a 2-step  procedure 
applying  group  C globulin  first,  followed  by 
group  A conjugate.  This  latter  procedure  was 
used  to  eliminate  false-positive  reactions  of 
group  C and  group  G streptococci  when  group 
A conjugate  was  used  alone,  since  the  C globu- 
lin will  take  up  antigen-reacting  sites  on  these 
streptococci  and  inhibit  their  subsequent 
staining  by  the  group  A conjugate. 

A “normal”  rabbit  conjugate  (all  rabbit 
sera  contain  some  antibody  against  staphylo- 
cocci) was  also  included,  to  eliminate  the 
false-positive  staining  of  staphylococci.  Group 
A streptococci  generally  gave  a plus-minus 
fluorescence  with  this  reagent,  while  staphylo- 
cocci stain  more  strongly  (3  plus). 

The  optical  equipment  used  in  this  study 
consisted  of  a Leitz  SM  fluorescence  micro- 
scope with  inclined  monocular  tube  and  lOX 
eyepiece,  an  oil  immersion  dark  field  con- 
denser, achromatic  low  power  and  oil  im- 
mersion objectives,  an  HBO  200  Osram  high 
pressure  mercury  vapor  lamp,  transformer  and 
heat  absorbing  filter.  The  exciter  filter  was  a 
4 mm.  BG-12,  the  barrier  filter  a 2 mm.  UG-1. 
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The  equipment  was  aligned  on  installation  by 
a factory  representative,  and  performed  satis- 
factorily throughout  the  study. 

Results 

Throat  swabs  from  100  patients  suspected 
of  having  group  A streptococcal  pharyngitis 
were  examined  by  FA  staining  and  sheep 
blood  agar  pour  plate  of  sediment  from  a 4 
hour  enrichment  broth  culture,  and  a directly 
streaked  sheep  blood  agar  plate,  with  the 
following  results: 

Total  number  FA+  FA — FA-j-  FA — Total+ 
of  specimens  Cult+  Cult — Cult — Cult+  by  both 
Too  44  42  5 9 58 

It  will  be  observed  that  a combination  of 
both  the  FA  and  cultural  procedures  gave  the 
highest  number  of  recoveries  (58/100),  while 
FA  alone  gave  49  positive  reactions.  Like- 
wise, by  using  the  combined  culture  procedures 
(streak  and  pour  plate),  a total  of  53  swabs 
were  positive  (with  the  greater  number  of 
group  A streptococci  being  recovered  in  the 
pour  plates). 

No  false  positive  FA  reactions  due  to  the 
presence  of  group  C or  group  G streptococci 
or  staphylococci  were  noted.  This  was  prob- 
ably due  to  the  control  methods  used  to  elim- 
inate these  sources  of  error.  No  attempt  was 
made  to  carry  out  FA  staining  of  the  strepto- 
cocci isolated  by  the  cultural  procedures,  al- 
though the  bacitracin  disc  and  precipitin  tests, 
when  performed,  showed  no  discrepancies, 
either  between  each  other,  or  with  the  FA 
results.  No  reasons  were  apparent  to  account 
for  the  differences  between  the  FA  and  cul- 
ture results  in  14  instances — this  has  been 
previously  reported  in  large  studies. 

The  FA  identification  was  completed  in 
less  than  8 hours  from  receipt  of  specimen; 


48  to  72  hours  were  required  to  obtain  results 
using  conventional  culture  techniques. 

Comment 

The  physician  should  use  antibiotic  therapy 
in  the  treatment  of  acute  throat  infections 
only  when  bacterial  etiology  seems  probable. 
Clinical  differentiation  between  bacterial  and 
viral  throat  infections,  however,  is  extremely 
difficult,  and  infection  with  group  A strepto- 
cocci frequently  cannot  be  recognized  by  the 
appearance  of  the  throat  alone.  Therefore, 
any  diagnostic  procedure  affording  rapid  iden- 
tification of  the  group  A streptococcus  is  de- 
sirable. In  our  opinion,  the  FA  technique 
offers  this  diagnostic  aid.  Results  of  the 
present  study  indicate  the  procedure  to  be 
at  least  as  sensitive,  and  far  more  rapid,  than 
are  conventional  culture  techniques,  provided 
that  appropriate  controls  are  included  to 
obviate  cross  reactions  due  to  other  micro- 
organisms. 

ADDENDUM 

Because  of  the  successful  application  of  the  FA 
technique  for  the  rapid  identification  of  group  A 
streptococci  in  throat  swabs,  the  Delaware  Heart 
Association  has  awarded  a grant-in-aid  to  provide 
the  physicians  of  this  area  and  their  patients  with 
such  a daily  diagnostic  service,  for  a limited  time, 
without  charge.  Thus  far,  throat  swabs  from  more 
than  1200  clinical  cases,  post  treatment  cases,  family 
contacts  and  suspected  carriers  have  been  processed 
by  the  FA  procedure,  with  an  overall  recovery  rate 
of  group  A streptococci  of  about  23%.  The  data  ac- 
cumulated in  this  study  will  form  the  basis  of  a sub- 
sequent report. 

The  authors  acknowledge  with  gratitude  the 
privilege  of  consultation  and  constant  cooperation 
throughout  this  study  afforded  by  Dr.  Charles  W. 
Griffin,  Research  Microbiologist  of  the  Baltimore 
Biological  Laboratory,  and  Dr.  Max  D.  Moody,  Chief, 
Staphylococcus-Streptococcus  Unit,  The  Communic- 
able Disease  Center. 

References  will  be  supplied  by  the  Journal  on  request. 


CLINICAL  PRIVATE-OUT-PATIENT  LABORATORY 

A clinical  collection  laboratory  at  the  Foulk  Road  Medical  Center,  1805  Foulk 
Road,  adjacent  to  Silverside  Road,  has  been  opened  by  the  Delaware  Hospital. 
Services  are  available  from  1-3  P.M.,  Monday  through  Friday.  All  of  the 
technical  work  will  be  processed  in  the  main  hospital  laboratory. 
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DOCTOR  BEATS  THE  LAW  BEATS  THE  DOCTOR 


• The  author  reviews  the  circumstances 
of  the  physician’s  special  liabilities. 


Justin  C.  Smith 


Introduction 

It  is  a pleasure  to  be  here  today  and  to  dis- 
cuss with  you  a topic  of  mutual  interest  and 
concern.  You  are  to  be  congratulated  in  your 
effort  toward  the  establishment  of  a mal- 
practice screening  board.  Speaking  as  a 
lawyer  I am  concerned  that  every  person 
claiming  injury  has  a right  to  have  his  com- 
plaint heard.  And  if  his  complaint  is  meri- 
torious, that  failing  settlement,  it  be  heard 
by  a court  of  law.  Speaking  as  an  academician, 
I am  deeply  concerned  with  the  growth  of 
the  law — in  the  type  or  bundles  of  rights  which 
it  provides  and  those  infringements  on  one’s 
person  and  interests  which  it  does  not  recog- 
nize. Speaking  as  a layman  and  consumer  of 
medical  service  I am  equally  concerned  that 
I have  available  to  my  family  and  myself 
superior  medical  care — medical  care  free  from 
limitations  which  hamper  the  practitioner  in 
his  choice  of  alternative  courses  of  treatment 
and  the  speed  with  which  treatment  is  carried 
out. 

Role  Of  Law  In  A Free  Enterprise  Society 

I am  sure  that  as  educated  members  of  the 
community  we  are  all  aware  of  the  several 
roles  which  the  law  plays  in  giving  direction 
to  the  efforts  of  free  men.  In  addition  to 
securing  redress  for  the  wrong  and  the  in- 
jured, the  law  particularly  in  recent  years, 
has  sought  to  secure  for  the  public  the  bene- 
fits of  all  forms  of  research  and  advancement. 
One  has  to  look  only  to  the  law  of  patent, 
copyright,  and  trademark  to  see  the  statu- 
tory recognition  of  the  principle,  and  to  the 
work  of  the  Federal  Trade  Commission  as  a 


The  author  is  Assistant  Professor  of  Law.  Western  Reserve  Uni- 
versity. Cleveland,  Ohio.  The  above  article  is  a condensation  of  a 
talk  given  at  the  Medico-Legal  Symposium,  sponsored  by  the  Joint 
Committee  on  Medico-Legal  Affairs  of  the  Medical  Society  of  Del- 
aware and  the  Delaware  Bar  Association. 


legislatively  created  agency  to  implement  the 
federal  policy  in  this  area.  Thus,  we  have 
come  a long  way  from  the  time  when  it  was 
the  sole  province  of  the  law  to  exact  an  eye 
for  an  eye  and  a tooth  for  a tooth.  Or  in  the 
case  of  medicine  and  the  Code  of  Hamarabi, 
strict  liability  for  malpractice. 

Background  Of  The  Problem 

Because  medicine  deals  with  the  care  of 
the  sick  and  the  disabled,  it  touches  on  a 
host  of  rights  which  each  individual  has  under 
the  law.  The  fact  that  a person  may  be  in 
ill  health  does  not  reduce  those  rights  in  which 
he  is  secure,  but  rather  may  add  to  his  bundle 
of  rights.  The  mere  unprivileged  touching  of 
a person,  even  though  the  contact  be  necessary 
to  preserve  or  restore  the  individual’s  health, 
may,  in  the  eyes  of  the  law,  be  grounds  for 
a civil  or  possibly  a criminal  action.  Con- 
versely, failure  to  restore  a person  to  good 
health,  may  be  the  basis  for  a suit  sounding 
in  breach  of  contract.  As  the  ministrations 
of  the  medical  profession  have  grown  in  com- 
plexity more  and  more  doctors  conduct  their 
practice  within  the  confines  of  hospitals  and 
clinics  or  seek  technical  assistance  from  per- 
sons situated  in  these  institutions. 

Further,  persons  from  all  walks  of  life 
daily  enter  hospitals  both  on  a voluntary  and 
involuntary  basis.  Immediately  their  needs 
are  tended  to  by  a variety  of  people  with 
varying  degrees  of  skill  and  responsibilities. 
Within  20  minutes  after  admission  to  a hos- 
pital, it  is  possible  for  a patient  to  suffer  in- 
jury to  his  person  at  the  hands  of  a dozen 
individuals  assuming  diverse  responsibilities. 
Provocative  of  litigation  is  a fact  that  within 
cur  hospitals  and  clinics  large  numbers  of  un- 
skilled and  semi-skilled  persons  are  employed. 
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Thus,  numerous  relations  and  interests  are 
constantly  in  the  foreground  to  say  nothing 
of  routine  labor  problems  and  their  impact  on 
the  care  of  the  patient. 

Apart  from  the  fact  that  a hospital  complex 
is  both  a vertical  and  horizontal  industry 
chartered  to  supply  personal  services  it  also 
consumes  large  quantities  of  food  and  drugs, 
the  dispensing  of  which  gives  rise  to  many 
problems  involving  warranty,  contract,  state 
and  federal  legislation. 

Hospitals  And  The  Doctrine  Of  Charitable  Immunity 

In  response  to  the  host  of  problems  sug- 
gested by  this  unique  relationship  (the  law) 
judges  in  the  past  have  brought  hospital 
and  nursing  homes  under  the  doctrine  of 
charitable  immunity.  They  reasoned  thusly, 
if  we  are  to  allow  lawsuits  against  charitable 
institutions  we  will  in  effect  be  defeating  the 
purpose  for  which  these  funds  were  given.  To 
do  so  would  discourage  others  from  giving  to 
such  institutions  and  in  the  long  run  society 
would  be  the  loser. 

With  the  growth  of  hospitals,  prepaid  cov- 
erage, and  indeed  the  changing  role  of  hos- 
pitals, judiciary  has  seen  fit  to  modify  and 
in  some  instances  repeal  this  cloak  of  im- 
munity. Thus  some  courts  distinguish  be- 
tween the  administrative  and  professional 
duties  which  a hospital  staff  may  engage  in. 
Thus  a hospital  may  be  liable  for  errors  and 
omissions  arising  out  of  the  administrative 
duties  of  an  employee,  while  at  the  same 
time  be  not  liable  for  injury  done  by  the 
same  act  or  omission  should  they  be  shown 
to  have  arisen  out  of  professional  activities. 
An  excellent  discussion  of  this  problem  is  to 
be  found  in  Cadicamo  v.  Long  Island  College 
Hospital,  Court  of  Appeals  of  New  York, 
1954,  124  N.E.  2d  279.  Here  a nurse  tem- 
porarily absented  herself  from  a nursery  to 
wash  some  nursing  bottles.  She  was  absent 
from  6:30  a.m.  until  6:50  a.m.  during  which 
time  an  infant  was  injured  by  fire  proxi- 
mately  caused  by  error  in  professional  judge- 
ment. The  court  however  noted  that  it  was 
the  administrative  act  that  of  washing  the 
bottles,  done  in  furtherance  of  the  hospital 
business  that  caused  the  injury.  In  Ohio, 


under  a series  of  recent  holdings  we  do  not 
attempt  to  differentiate  between  professional 
and  administrative  acts.  Rather  we  have 
under  Avellene  v.  St.  John’s  Hospital,  135 
N.E.  2d  410,  (1956)  adopted  the  view  that 
a hospital  incorporated  as  a nonprofit  corpora- 
tion is  liable  for  the  torts  of  its  servants,  ex- 
cept where  the  in  juried  party  is  the  bene- 
ficiary of  the  institution’s  charity. 

Hospitals  And  Physician  Employees 

However,  in  a recent  case  Ruch  v.  Akron 
General  Hospital,  84  Ohio  L.  Abs.  292,  a court 
of  Appeals  case  decided  in  1957  the  Court 
suggested  a dual  standard  of  care  to  be  em- 
ployed by  foreign  trained  doctors  serving  as 
interns  in  Ohio  and  Ohio  physicians  Here  the 
intern  doctor  inadvertently  left  a three  and 
one-half  inch  fragment  of  glass  in  plaintiff’s 
wound.  The  disturbing  aspect  of  the  case 
being  the  following  sentence  in  the  Court’s 
opinion. 

“7t  would  he  unreasonable  to  exact  from  an 
intern  . . . the  high  degree  of  skill  which  is 
impliedly  possessed  by  a physician  and  sur- 
geon in  the  general  practice  of  his  profession, 
with  an  extensive  and  constant  practice  in 
hospitals  and  the  community” 

Thus  the  law  moves  forward  only  to  retreat; 
at  least  temporarily.  However,  enough  of 
hospital  liability.  Let  us  turn  out  attention 
to  the  liability  of  the  practicing  physician. 
Perhaps  this  problem  may  be  brought  into  : 
sharper  focus  by  noting  that  the  term  mal- 
practice is  in  itself  a misnomer.  A more 
descriptive  term  would  be  errors  and  omissions 
arising  out  of  the  care  of  the  sick  and  disabled. 

Shortly  after  the  Civil  War,  the  law  of  I 
malpractice  as  we  know  it  today  began  to 
emerge.  The  injuries  complained  of  were  at 
the  time  largely  the  by-product  of  irrespon- 
sible treatment.  More  often  than  not  the 
case  was  tried  in  a rural  community  before  i 
jurors,  who  if  they  did  not  appreciate  the 
intricacies  of  treatment,  at  least  knew  the 
parties  and  their  respective  standings  in  the 
community. 

Today  the  setting  has  changed  and  so  have 
the  demands  of  the  plaintiff.  Whereas  in  the 
days  of  the  horse  and  buggy  he  sought  only 
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responsible  care,  today  he  is  demanding  a 
result  not  just  treatment.  A result  requires 
more  than  standard  of  care  exercised  by  the 
majority  of  physicians  in  the  same  or  like 
community  in  which  the  defendant  doctor 
practiced.  It  may  well  require  fortuitous  cir- 
cumstances something  outside  of  the  control 
of  the  practitioner. 

Two  problems,  therefore,  face  the  medical 
practitioner  and  those  concerned  with  the 
sick  and  the  disabled.  First,  to  the  extent  that 
the  law  is  being  shaped  by  the  demands  of 
society  which  are  themselves  unobtainable, 
the  medical  profession  must  come  forward  and 
inform  the  public  honestly  of  that  which  is 
available  to  them.  Second,  the  medical  pro- 
fession and  the  Bar  must  turn  their  attention 
to  reshaping  legal  doctrine  to  the  end  that 
a potential  claimant  receive  a rational  means 
of  redress.  Perhaps  here  we  can  profitably 
' draw  upon  European  experience. 

I European  Development 

Until  the  early  1800’s,  American  law  owed 
much  of  its  form  and  existence  to  the  English 
common  law,  which  in  turn  often  reflected 
European  thinking.  Our  own  jury  system 
is  a product  of  the  Norman  conquest  of  Eng- 
land and  the  old  civil  law  institution  of  the 
inquest. 

This  past  summer  I had  an  opportunity  to 
i spend  some  10  weeks  in  Europe  examining 
medico-legal  problems.  An  interesting  by- 
product of  this  study  was  some  appreciation 
i of  how  malpractice  cases  are  reviewed  prior 
to  civil  litigation  However,  before  discussing 
this,  I would  like  to  mention  that  there  are 
several  significant  differences  between  the 
European  system  of  law  and  our  own  Anglo- 
Saxon  system.  The  first  and  most  significant 
difference  is  that  under  the  civil  law  the 
judge  sits  without  a jury,  i.e.,  the  judge  or 
judges  pass  on  questions  of  facts  as  well  as 
questions  of  law.  The  absence  of  the  jury 
system  alleviates  any  need  for  a body  of  law 
relating  to  questions  of  evidence  in  that  the 
judge  is  competent  under  their  system  to  hear 
almost  any  type  of  evidence  and  weigh  its 
validity.  Apart  from  these  two  significant 
differences,  however,  the  law  of  Western 


Europe  is  very  much  the  same  as  our  law. 
What  is  different  and  what  I would  like  to 
discuss  with  you  is  the  role  of  the  European 
University  and  its  Department  of  Forensic 
Medicine.  Perhaps  the  best  approach  would 
be  to  describe  to  you  the  legal  function  of 
the  Danish  Medical  Legal  Council  and  its 
Swedish  counterpart,  along  with  what  is  be- 
ing done  in  Germany,  Austria  and  Switzer- 
land. The  law  relating  to  professional  re- 
sponsibility in  the  above  mentioned  countries 
is  not  dissimilar  from  our  own  law.  Mal- 
practice cases  are  tried  much  in  the  same 
manner  as  they  are  here  with  three  exceptions, 
(a).  Any  charge  of  malpractice  is  generally 
reviewed  by  experts  in  Forensic  Medicine  as- 
sociated with  a university,  (b).  The  results  of 
their  finding  are  available  to  the  courts  in 
written  form  and  (c)  Both  the  medical  pro- 
fession and  the  bar  generally  accept  their 
findings  as  impartial. 

Professor  Smith  then  summarized  legal 
systems  existing  in  Denmark,  Sweden,  Ger- 
many, Austria  and  Switzerland. 

What  Is  The  Status  Of  Physical  Liability  Under 
Our  Law 

As  we  have  already  touched  upon  the  re- 
sponsibility of  a hospital  for  its  employees, 
attention  will  now  be  turned  to  the  plight 
of  the  individual  physician  under  domestic 
law.  Outside  his  purely  professional  activity 
a doctor  is  liable  to  those  who  he  may  injure 
intentionally  or  inadvertently  just  as  the  non- 
professional would  be.  Thus  he  may  be  held 
accountable  for  slamming  a door  on  a patient’s 
arm  or  failing  to  keep  his  office  building  in 
good  repair. 

A physician  functioning  in  that  capacity 
may  be  held  responsible  for  a battery  and 
possibly  assault  should  he  examine  or  operate 
on  the  wrong  patient  or  exceed  the  consent 
given  by  the  patient.  Similarly  a doctor  may 
be  liable  for  breach  of  contract  should  the 
result  produced  fall  short  of  the  result  prom- 
ised a patient.  Further  there  is  a possibility 
that  a doctor  may  be  held  liable  in  the  case 
of  an  alleged  breach  of  an  implied  warranty. 
Last  spring  I had  the  pleasure  of  presenting 
a paper  on  implied  warranty  to  the  Medico- 
Legal  Symposium  sponsored  by  the  A.M.A.  in 
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New  York  City.  In  doing  the  research  for 
this  paper  and  a subsequent  paper  on  blood 
transfusions  I was  struck  by  the  language 
used  by  the  courts  and  the  possibility  that  the 
rationale  behind  the  product  liability  cases 
might  be  invoked  in  the  malpractice  area.  In- 
cidentally as  of  this  date  Cutter  Laboratories 
have  agreed  to  settle  15  polio  vaccine  suits 
for  more  than  $1.7  million  in  damages.  To 
date  Cutter  has  settled  all  but  6 of  some  50 
products  liability  cases  arising  out  of  defects 
in  the  company’s  polio  vaccine  produced  in 
1955.  A spokesman  for  Cutter  is  quoted  by 
the  Wall  Street  Journal  as  stating  that  so  far 
the  company  has  made  payments  in  excess 
of  3 million  dollars  which  is  more  than  1 
million  in  excess  of  Sutter’s  insurance  cover- 
age. 

Conclusion 

In  conclusion  I would  like  to  make  several 
observations  the  first  of  which  is  that  the 
term  malpractice  is  itself  a misnomer.  What 
the  courts  are  talking  about  is  either  “errors 
or  omissions”  or  negligent  conduct  not  neces- 
sarily bad  practice.  Here  I know  a number 
of  lawyers  will  take  issue  with  me,  and  I am 
aware  of  several  cases  pending  in  the  mid- 
west which  are  truly  for  malpractice.  However, 
I think  that  it  is  high  time  that  the  public 
face  up  to  the  fact  that  injury  logically  flows 
from  the  care  of  the  sick  or  disabled. 

Each  year  a number  of  patients  die 
under  anesthesia.  This  does  not  mean 
that  fault  is  contributed  to  any  significant 
percentage  of  these  deaths.  On  the  other 
hand,  I am  enough  aware  of  current  hospital 
procedures  to  surmise  that  between  30  and 
40  of  these  deaths  could  have  been  avoided 
in  part.  In  this  connection  I feel  that  liability 
carriers  who  seek  to  defend  negligent  conduct 
on  the  grounds  that  to  settle  a just  claim  is  to 
establish  bad  precedent  are  doing  the  medical 
profession  a real  injustice. 


My  second  concluding  observation  is  that 
those  who  look  for  changes  or  improvements 
in  the  law  without  personal  effort  and  involve- 
ment are  engaging  in  wishful  thinking.  It  is  the 
opinion  of  most  legal  scholars  that  the  ad- 
versary system  and  the  jury  trial  will  for  bet- 
ter or  v/orse  be  the  predominant  landmark  in 
our  system  of  jurisprudence  for  some  time  to 
come.  However,  this  is  not  to  say  that  there 
is  no  room  for  improvement.  Certainly  mal- 
practice screening  boards  and  the  greater  use 
of  arbitration  suggest  a step  in  the  right  direc- 
tion. In  the  case  of  the  former  it  may  serve 
the  same  function  as  the  pre-trial  conference 
in  bringing  the  parties  together  for  the  pur- 
pose of  exploring  settlement  or  barring  settle- 
ment stipulation  of  issues.  Although  the  ana- 
logy is  questionable  a malpractice  screening 
board  may  serve  the  function  of  a grand  jury 
i.e.,  prevent  the  bringing  of  an  action  unless 
there  is  reasonable  certainty  that  the  defend- 
ant is  guilty  of  prohibited  conduct. 

Thirdly,  I would  like  to  suggest  that  at- 
tention be  directed  to  the  advisability  of  using 
private  arbitration  to  handle  disputes  arising 
in  this  area.  Certainly  after  a dispute  has 
been  screened  and  found  to  have  merit,  arbi- 
tration offers  a unique  vehicle  for  its  disposi- 
tion. To  those  who  would  question  whether 
or  not  such  a solution  is  feasible  attention  is 
called  to  experience  in  commercial  and  labor 
arbitration.  Further,  liability  carriers  too 
have  had  experience  using  commercial  arbitra- 
tion. For  example,  most  of  the  uninsured 
motorist  clauses  contain  a provision  whereby 
the  injured  policy  agrees  with  his  carrier  to 
submit  the  matter  to  arbitration  under  the 
rules  of  the  American  Arbitration  Association, 
barring  settlement. 

At  any  rate,  you  are  to  be  congratulated  on 
your  joint  interest  in  this  area  and  we  will 
follow  with  interest,  your  efforts  in  this  area. 


MEETING  NOTICE 

The  Wilmington  Section,  Instrument  Society  of  America,  will  present  Bio-Medical 
Instrumentation  on  February  26th  at  the  DuPont  Country  Club.  The  speaker 
will  be  George  N.  Webb,  Instructor  in  Medicine,  Johns  Hopkins  University. 
Time;  Cocktail  Hour — 6:30;  Dinner — 7:30;  Lecture — 8:30. 
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* This  study  is  of  timely  interest  because  of  the 
consideration  being  given  toward  a merger  of  the 
three  non-sectarian  hospitals  in  Wilmington. 


Arnold  D.  Kaluzny 


; A study  was  instituted  to  analyze  the  ele- 
I ments  (variables)  present  in  a graduate  medi- 
cal education  program  in  relation  to  the  per- 
centage of  American  interns  attracted  in  the 
1961  National  Intern  Matching  Program. 
However,  to  facilitate  the  analysis,  the  prob- 
lem was  divided  into  the  following  objectives: 

A.  The  determination  of  those  elements  which 
demonstrate  a significant  relationship  to 
the  percentage  of  American  interns  at- 
tracted to  a medical  education  program. 

B.  The  determination  of  the  variation  of  the 
the  percentage  of  American  interns  at- 
tracted which  is  attributed  to  the  com- 
bined effect  of  the  total  number  of  ele- 
ments present  in  a graduate  medical  edu- 
cation program. 

C.  The  determination  of  the  relative  variation 
of  the  percentage  of  the  American  interns 
attracted  which  is  explained  by  selected 
variables  while  the  effects  of  the  other 
factors  remain  constant. 

D.  The  determination  of  the  influence  of 
selected  elements  in  an  educational  pro- 
gram upon  the  percentile  increase  (de- 
crease) of  American  interns  attracted. 


Mr.  Kaluzny  is  Assistant  Administrator,  Delaware  Hospital.  Wil- 
mington. The  above  is  an  abstract  of  his  thesis  for  his  M.H.A., 
University  of  Michigan. 


To  accomplish  these  objectives  the  follow- 
ing seventeen  variables  were  defined,  quanti- 
fied, and  presented  for  analysis: 

1.  Size  of  hospital 

2.  Presence  of  a full  time  director  of  medical 
education 

3.  Presence  of  a full  time  director  of  service 

4.  Percentage  of  medical  staff  on  a full  time 
basis 

5.  Percentage  of  active  medical  staff  having 
teaching  appointments  at  a medical  col- 
lege 

6.  Percentage  of  active  medical  staff  having 
privileges  in  other  hospitals 

7.  Percentage  of  medical  staff  that  are  board 
certified  or  board  eligible 

8.  Presence  of  research  laboratory  facilities 
other  than  clinic  laboratory  facilities 

9.  Percentage  of  total  patients  that  are 
charity 

10.  Presence  of  a residency  program 

11.  Ratio  of  annual  outpatient  clinic  visits  to 
authorized  house  staff  physicians 

12.  Stipend  per  month 
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13.  Medical  school  affiliation 

14.  Presence  of  a medical  school  in  the  city 
of  the  participating  hospital 

15.  Number  of  outpatient  clinic  visits 

16.  Ratio  of  non-federal  physicians  per  100,- 
000  population  in  the  standard  metropoli- 
tan statistical  area  in  which  the  hospital 
is  located. 

The  percentage  of  American  interns  at- 
tracted in  the  1961  National  Intern  Matching 
Program  was  defined  as  the  dependent  vari- 
able (Number  17). 

To  facilitate  the  analysis,  786  hospitals  were 
classified  into  five  homogeneous  strata  accord- 
ing to  the  percentage  of  interns  and  residents 
attracted  in  1960  in  relationship  to  the  total 
authorized  positions.  Through  a proportion- 
ate random  sampling  technique,  100  hospitals 
(Phase  One)  were  selected  as  a representative 
sample  of  the  universe. 

The  sample  population  was  divided  into  two 
subsamples  in  an  attempt  to  measure  the 
effects  of  selected  variables  in  attracting 
American  interns  to  educational  programs 
having  characteristics  which  were  of  interest 
to  the  researcher.  The  first  subsample  (Phase 
Two)  consisted  of  non-affiliated  hospitals.  The 
second  subsample  (Phase  Three)  consisted  of 
those  non-affiliated  hospitals  having  both  a 
residency  and  internship  program. 

A linear  regression,  multiple  regression  and 
correlation  model  were  used  in  each  phase  of 
the  study.  These  models  were  translated  into 
Fortran  and  programmed  into  IBM  705 
and  7070  digital  computers. 

Summary  Of  Findings 

A.  Phase  One — Total  sample  population  (92 
observations) 

1.  The  following  linear  regression  relation- 
ships are  presented  as  being  statistically 
significant. 

a.  The  presence  of  a minor  medical 
school  affiliation  will  result  in  a 20% 
increase  in  the  percentage  of  Ameri- 
can interns  attracted.  However,  a 
40%  increase  can  be  expected  when 


the  hospital  has  a major  medical 
school  affiliation. 

b.  An  increase  of  fifty  beds  in  the  size 
of  the  affiliated  hospital  will  on  the 
average  cause  a 3%  increase  in  the 
percentage  of  American  interns  at- 
tracted. 

c.  The  presence  of  a full  time  director 
of  medical  education  results  in  a 10% 
increase  in  the  percentage  of  American 
interns  attracted. 

2.  The  three  significant  variables  accounted 
for  40%  of  the  variation.  Thirty-two 
percent  was  attributed  to  the  medical 
school  affiliation  while  the  size  of  hospital 
and  full  time  director  of  medical  educa- 
tion explained  6%  and  1%  of  the  varia- 
tion respectively. 

3.  The  total  number  of  variables  presented 
accounted  for  43%  of  the  variation  in 
the  percentage  of  American  interns  at- 
tracted. 

B.  Phase  Two — Subsample  consisting  of  non- 
affiliated  hospitals  (69  observations). 

1.  The  following  linear  regression  relation- 
ships are  presented  as  being  statistically 
significant. 

a.  An  increase  of  fifty  beds  in  the  size 
of  a non-affiliated  hospital  will  on  the 
average  cause  a 6%  increase  in  the 
percentage  of  American  interns  at- 
tracted. 

b.  A 10%  decrease  in  the  percentage  of 
of  active  medical  staff  that  is  board 
certified  or  board  eligible  in  the  non- 
affiliated  hospital  will  result  in  a 3% 
increase  in  the  percentage  of  American 
interns  attracted. 

c.  The  absence  of  a medical  school  in 
the  community  where  the  non-affili- 
ated hospital  is  located  will  tend  to 
increase  the  number  of  American  in- 
terns attracted  by  10%. 

2.  The  three  significant  variables  accounted 
for  18%  of  the  variation.  Thirteen  per- 
cent of  this  was  attributed  to  the  size  of 
hospital  while  3%  was  explained  by  the 
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percentage  of  medical  staff  that  were 
board  certified  or  board  eligible.  The 
presence  of  a medical  school  in  a com- 
munity where  the  non-affiliated  hospital 
is  located  accounted  for  2%  of  the  varia- 
tion in  the  dependent  variable. 

3.  The  total  number  of  variables  presented 
accounted  for  26%  of  the  variation  in 
the  percentage  of  American  interns  at- 
tracted. 

C.  Phase  Three — Subsample  consisting  of 
non-affiliated  hospitals  having  a residency 
and  internship  program  {48  observations) . 

1.  The  following  linear  regression  relation- 
ships are  presented  as  being  statistically 
significant. 

a.  A fifty  bed  increase  in  this  type  in- 
stitution will  usually  cause  a 5%  in- 
crease in  the  percentage  of  American 
interns  attracted. 

b.  The  presence  of  a full  time  director 
of  medical  education  causes  a 15% 
increase  in  the  percentage  of  American 
interns  attracted. 

c.  A 10%  decrease  in  the  percentage  of 
medical  staff  that  is  board  certified 
or  board  eligible  will  result  in  a 3% 
increase  in  the  percentage  of  Ameri- 
can interns  attracted. 

2.  The  size  of  hospital  accounted  for  21% 
of  the  variation  in  the  percentage  of 
American  interns  attracted.  A full  time 
director  of  medical  education  accounted 
for  5%  while  the  percentage  of  medical 
staff  that  are  board  certified  or  board 
eligible  was  responsible  for  4%  of  the 
variation  in  the  dependent  variable. 

3.  The  total  number  of  variables  presented 
accounted  for  39%  of  the  variation  in 
the  percentage  of  American  interns  at- 
tracted. 


Conclusions 

A.  A medical  school  affiliation  (major  or 
minor)  is  the  outstanding  factor  in  attract- 
ing interns  to  an  educational  program. 

B.  The  presence  of  a residency  has  no  effect 
on  the  percentage  of  American  interns  at- 
tracted to  a non-affiliated  educational  pro- 
gram. 

C.  A full  time  director  of  medical  education 
has  a positive  influence  on  the  percentage 
of  American  interns  attracted  to  a non- 
affiliated  program  offering  both  internship 
and  residency  training. 

D.  The  presence  of  a medical  school  in  the 
community  of  the  non-affiliated  hospital 
is  a deterrent  to  the  percentage  of  Ameri- 
can interns  attracted  to  the  non-affiliated 
program. 

E.  An  increase  in  the  bed  size  of  the  non- 
affiliated  institution  has  a positive  effect 
on  the  percentage  of  American  interns  at- 
tracted to  the  program. 

F.  A significant  number  of  elements  that  at- 
tract an  American  intern  to  a particular 
educational  program  are  subjective  and 
not  applicable  to  quantitative  analysis. 

G.  An  increase  in  the  number  of  physicians 
that  are  board  certified  or  board  eligible 
has  a negative  relationship  to  the  percent- 
age of  American  interns  attracted  to  a 
non-affiliated  program. 

H.  The  interpretation  of  significant  factors 
beyond  the  linear  regression  relationship  is 
limited  by  the  nature  of  the  statistical 
analysis.  Therefore,  to  obtain  further 
quantitative  information  concerning  the 
relationship  of  selected  independent  factors 
to  the  percentage  of  American  interns  at- 
tracted, it  is  necessary  to  continue  the 
analysis  of  the  basic  data  in  terms  of  a 
curvilinear  regression  equation. 


“They  do  certainly  give  very  strange 
and  new  fangled  names  to  diseases.” 
Plato  (427-347  B.C.) 
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SOME  THOUGHTS  ON  THE  RESPONSIBILITIES 
OF  A PHYSICIAN+ 


* Current  medical  literature  extolls  the  success 
and  accomplishments  of  contemporary  medicine. 
These  facts  are  indisputable  but  to  give  substance 
to  progress  and  fulfillment,  responsibility  is  im- 
plicit. Responsibility  in  the  area  of  medical  edu- 
cation, of  availability  of  medical  care,  community 
interest  by  the  physician  and  prudence  in  the 
area  of  fees  is  necessary. 


We  doctors  are  fond  of  reminding  our  fellow 
citizens  that  the  coin  of  freedom  has  two  sides 
and  that  the  other  side  of  that  coin  is  respon- 
sibility. Indeed,  it  seems  to  most  of  us  that 
that  strain  of  our  Puritan  heritage  which  in- 
sisted upon  balancing  the  concepts  of  duty 
and  privilege — or  responsibility  and  rights — 
has  almost  faded  out  of  our  contemporary 
makeup. 

We  live  in  a time  when  even  a relatively 
modest  income  permits  the  average  American 
to  live  in  a condition  of  ease  and  luxury  un- 
known to  the  plutocrats  of  any  earlier  epoch. 
Our  affluent  society  is  refining  its  productive 
procedures  and  multiplying  its  capacities  so 
rapidly  that  what  was  a status  symbol  yester- 
day becomes  a basic  necessity  today  and  is 
discarded  as  an  obsolete  relic  tomorrow.  In 
fact,  there’s  so  much  wealth  lying  around  to- 
day that  some  people  fear  that  the  possession 
of  money  itself  or  the  acquisition  of  physical 
things  may  no  longer  be  looked  upon  as  a 
success  symbol,  and  that  money  and  physical 
possessions  may  be  displaced  by  such  unim- 
portant things  as  public  service  or  artistic  or 
scientific  accomplishment  as  the  accepted 
symbols  of  success. 


t Presented  at  a luncheon  meeting  of  Aces  and  Deuces  to  the  Officers 
and  House  of  Delegates  of  the  AMA,  Los  Angeles,  November,  1962. 

Dr.  McGuire  is  past  president  of  the  New  Castle  County  Medical 
society;  a member  of  the  House  of  Delegates  of  the  AMA  and  is 
President  of  Aces  and  Deuces. 


H.  Thomas  McGuire,  M.D. 

Why  should  we  be  concerned  with  such 
quaint  old  concepts  as  duty  and  responsibility 
in  a time  and  place  where  privileges  are  so 
ready  at  hand,  rights  and  freedoms  so  many 
and  boundless,  as  they  are  for  most  of  us 
today?  Why  indeed? 

Yet  I suspect  we  may  one  day  awake  to 
find  that  some  of  these  old  laws  and  immutable 
principles  are  still  in  force  and  effect;  that 
“to  everything  there  is  a season  ...  a time  to 
plant,  and  a time  to  pluck  up  that  which  is 
planted  ...  a time  to  cast  away  stones,  and 
a time  to  gather  stones  together  . . .” 

It  is  a real  privilege  for  me  to  address  some 
thoughts  to  the  aces  and  deuces — men  who 
by  definition  come  from  the  outer  places,  the 
smaller  communities  and  the  heartland  of  our 
country.  For  it  is  in  these  places,  where  you 
and  I come  from,  that  we  like  to  think  the 
ancient  virtues  and  the  solid  values  of  America 
still  most  securely  abide.  It  is  in  our  consti- 
tuencies, if  an5where,  that  one  might  hope  to 
find  a strong  clear  sense  of  responsibility  and 
of  duty.  But  you  and  I know  that  the  siren 
lures  and  blatant  temptations  of  almost  limit- 
less privilege  and  freedom  have  enthralled  all 
of  us  quite  as  much  in  the  bucolic  villages  as 
in  the  crowded  cities. 

I’d  like  to  say  a few  words  about  some  of 
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medicine’s  responsibilities  to  our  society  and 
to  the  people,  both  as  patients  and  as  fellow 
citizens.  And  I’d  like  to  point  out  first  that 
just  as  medical  science  is  evolving  and  chang- 
ing, and  just  as  our  physical  environment  is 
evolving  and  changing,  so  also  I think  the 
nature  and  scope  of  medicine’s  responsibility 
to  the  public  is  evolving  and  changing.  It 
takes  quite  an  effort  these  days  even  to  figure 
out  what  our  new  responsibilities  really  are 
— quite  apart  from  the  task  of  fulfilling  the 
old  responsibilities  that  have  been  with  us 
j for  a long  time.  But  let’s  take  a look  at  some 
of  them: 

' We  have  a responsibility  to  make  good 
' the  quantity  and  quality  of  physicians  in  train- 
ing, and  with  their  distribution  around  the 
country  in  a manner  that  will  assure  reason- 
ably adequate  protection  to  every  community. 
It  means  we  have  a responsibility  to  see  to  it 
that  doctors  cover  their  practices  so  that  no 
one  will  be  unable  to  reach  a doctor  in  an 
emergency. 

! In  the  educational  sphere,  I think  we  have 
1 a responsibility  to  see  to  it  that  the  challenges 
I and  satisfactions  of  medicine  as  a way  of  life 
I are  explained  to  qualified  young  men  and 
j women.  Too  often  today,  we  dwell  upon  the 
burdens  of  medicine  and  we  exaggerate  the 
possibility  of  medicine  becoming  some  sort  of 
low  grade  governmental  service.  I think  these 
fears  are  vastly  over  rated,  and  I think  we  do 
a great  disservice  to  medicine  in  not  accentu- 
ating the  deep  satisfactions  and  great  free- 
doms that  we  physicians  enjoy  in  our  calling. 

d suggest  that  we  have  another  very  basic 
responsibility  to  the  public — to  see  to  it  that 
our  medical  educational  system  gets  back  to 
the  job  of  producing  the  kind  of  doctors  that 
patients  need,  and  not  just  producing  new 
doctors  in  the  image  of  their  specialist  teachers. 
In  other  words,  I think  it  is  the  job  of  the 
medical  schools  to  produce  primarily  clinical 
practitioners  and  generalists — doctors  who  are 
trained  and  motivated  to  take  over  a general 
responsibility  for  the  care  of  people — not 
merely  research  men  and  ultra-specialists. 
And  I think  it  is  our  responsibility — the  re- 
sponsibility of  the  practicing  profession — to 


persuade  the  medical  educators  to  meet  this 
obligation. 

Much  is  being  written  and  said  these  days 
about  the  need  of  raising  and  tightening  up 
our  standards  of  quality  in  medical  practice. 
This  is  a professional  job — certainly  not  one 
for  the  economists  or  sociologists,  nor  even 
for  the  academic  people  in  medicine.  It’s  a 
job  for  us — for  the  practicing  physician.  Who 
else  but  us  can  evaluate  quality  in  medical 
care?  Who  else  but  us  can  implement  the 
tissue  committees,  the  utilization  studies  and 
the  other  control  mechanisms  which  are  de- 
signed to  set  standards  and  measure  perform- 
ance? 

We  physicians  face  a whole  new  realm  of 
public  responsibility  in  the  area  of  what  is 
called  environmental  medicine.  Rene  Dubos 
has  said  that  “in  future  years  it  will  be  the 
responsibility  of  social  medicine — which  is  not 
the  same  thing  as  socialized  medicine — to  plan 
for  the  welfare  of  society  as  a whole.  Modern 
man  will  need  the  guidance  of  physicians  to 
achieve  fitness  of  body  and  mind  to  his  new 
physical  and  social  environment.” 

I’m  referring  to  the  whole  complex  of  emerg- 
ing environmental  hazards  which  have  a direct 
bearing  on  our  physical,  mental  or  spiritual 
health — sometimes  on  all  three — problems 
such  as  narcotic  and  alcoholic  addiction,  adul- 
teration or  contamination  of  food,  air  and 
water  pollution,  noise  abatement,  provisions 
of  decent  housing  and  recreational  facilities, 
control  of  juvenile  delinquency,  provision  of 
immunization  against  preventable  diseases, 
and  the  like. 

We  have  not  only  a responsibility  to  con- 
tribute our  special  knowledge  to  the  control 
or  cure  of  all  these  hazards  to  health — but  we 
also  have  a matchless  opportunity  to  get  our- 
selves involved  in  all  the  good  things  that  are 
going  on  in  our  communities  and  to  become  a 
vital  and  influenctial  force  in  society. 

I think  that  our  tendency  as  a profession 
to  stay  out  of  all  community  affairs  that  are 
beyond  our  obvious  and  immediate  concern, 
together  with  our  reputation  for  opposing 
social  progress,  has  caused  us  to  become  iso- 
lated from  the  main  stream  of  public  life.  And 
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I feel  that  this  isolation  has  robbed  us  of  much 
of  the  influence  we  might  have.  As  my  friend, 
Jim  Bryan,  has  written  in  this  connection; 
“If  medicine  is  to  become  the  vital  force  in 
society  that  it  should  be,  if  medicine’s  case 
for  the  freedom  and  integrity  of  clinical  prac- 
tice is  to  be  given  a receptive  hearing  in  the 
community,  then  the  profession  must  become 
a part  of  the  community  life  and  play  a lead- 
ing part  in  all  the  collective  programs  that  are 
designed  to  make  life  safer,  longer  and  richer.” 

Another  very  basic  responsibility  of  medi- 
cine in  our  day  and  age  is  to  help  our  patients 
protect  themselves  and  their  families  against 
economic  catastrophe  by  enabling  them  to  pre- 
pay the  costs  of  a reasonably  comprehensive 
program  of  medical  service  and  at  a predictable 
cost  to  the  patient. 

To  my  mind,  this  can  only  be  translated 
into  the  service  benefit  program  as  exemplified 
in  our  best  Blue  Shield  Plans.  Our  business, 
as  physicians,  is  to  provide  medical  services, 
for  which  we  have  a right  to  expect  a fair 
and  reasonable  compensation,  with  the  fair- 
ness and  reasonableness  of  it  determined  by 
ourselves. 

And  this  is  precisely  what  a good  Blue 
Shield  Program  does.  It  provides  not  just 
a limited  number  of  dollars  to  the  patient, 
not  just  a cash  indemnity  that  may  be  totally 
unrelated  to  a fair  fee  for  the  service  we  have 


rendered.  It  provides,  instead  a service  to 
the  patient,  and  an  assurance  to  him  that  his 
doctor  will  be  paid  a fee  based  upon  a profes- 
cional  judgment  of  what  is  fair  and  reasonable. 

Blue  Shield  has  no  business  offering  cash 
indemnities,  in  competition  with  insurance 
companies,  but  its  proper  role  is  to  facilitate 
the  profession  in  its  basic  job  of  providing 
medical  services  prepaid  at  a total  predictable 
cost  to  the  patient. 

I have  heard  it  said — and  I believe  it  is 
true — that  if  American  medicine  could  offer 
in  every  part  of  our  country  the  kind  of  high 
grade  service  benefit  program  which  the  best 
of  the  Blue  Shield  Plans  now  offer  in  certain 
areas,  we  would  have  a prepayment  plan  so 
adequate  and  so  responsive  to  the  needs  of 
the  public  that  we  would  be  absolutely  im- 
pregnable to  any  effort  to  enact  a national 
compulsory  health  insurance  plan. 

In  other  words,  we  know  what  should  he 
done — we  know  how  to  do  what  should  be 
done — and  it  only  remains  for  us  to  do  it. 

And  this  brings  me  to  the  point  of  identi- 
fying our  ultimate  responsibility — one  that  we 
share  equally  with  every  other  member  of  a 
free  society — the  responsibility  to  recognize 
that  a free  society  can  remain  free  only  so 
long  as  its  members  accept  a responsibility 
going  beyond  their  personal  and  private  con- 
cerns. 


A PHYSICIAN’S  WIFE  TRAVELS  WITH  THE  S.S.  HOPE  {Continued  from  page  52) 


phined  skulls,  many  with  indications  that  the 
patient  had  recovered.  The  exact  reason  for 
so  much  of  this  surgery  is  not  known  but  it 
dates  as  far  back  as  three  to  four  thousand 
years. 

A side  trip  to  the  famous  Machu  Picchu 
was  one  of  the  highlights  of  my  life  but  this 
story  is  a volume  in  itself.  Suffice  to  say,  we 
began  this  journey  by  flying  22,000  feet  in  a 
plane  that  was  not  pressurized.  The  scenery 
was  stupendous  and  the  altitude  breathtaking. 

As  often  is  the  case  in  such  work,  one  feels 
somewhat  frustrated  in  that  we  seem  to  have 


brought  more  with  us  than  we  were  able  to 
give.  Peru  is  not  poor  but  its  natural  wealth 
is  controlled  by  40  families. 

Actual  serfdom  exisits  on  many  haciendas 
with  the  Indian  being  the  “scapegoat.”  This 
is  not  a starvation  poverty — such  as  one  might 
find  in  India,  China  or  Haiti — ^but  poverty  of 
sub-standard  housing,  diet,  education  and 
social  awareness.  The  once  proud  Indian  is 
the  workhorse  for  the  total  economy.  S.S. 
HOPE  is  bringing  what  the  name  implies  for 
those  who  care  about  their  country’s  future. 

Harriet  Durham 
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LAW  AND  MEDICINE 


Law  and  medicine  have  provided  two  of  the 
greatest  single  forces  in  the  molding  of  civili- 
zation, the  one  attempting  to  conquer  men’s 
minds  and  mores,  the  other  wrestling  with 
the  body  and  its  dysfunctions. 

Through  the  years  there  have  been  areas 
of  conflict  between  law  and  medicine — never- 
theless they  have  been  in  the  past,  and  will 
continue  to  be  in  the  future — one  dependent 
upon  the  other. 

Medicine  has  inspired  many  laws  for  the 
benefit  of  the  public:  in  the  field  of  public 
health,  hygienic  control  of  food  and  water — 
general  sanitation — as  well  as  laws  relating 
to  prevention  of  disease — through  immuniza- 
tion— and  the  control  of  contagion. 

Similarly  the  public,  and  medicine  as  well, 
have  benefited  from  the  enactment  of  laws. 
Requiring  proper  standards  for  the  manufac- 
ture and  sale  of  drugs,  laws  relating  to  insti- 
tutions for  the  mentally  ill,  and  standards  of 
hospital  care. 

The  medical  profession  further  offers  to  the 
\ courts — through  psychiatry — a clearer  insight 
into  the  working  of  the  human  mind — to  assist 
^ in  determining  the  degree  of  guilt  of  a defend- 
ti  ant  charged  with  the  commission  of  a crime. 

I Likewise  medical  testimony  is  of  paramount 
; importance  in  determining  the  liability  or  the 
il  measure  of  damages  in  personal  injury  cases 
|!  before  the  court. 

i' 

Some  physicians  are  reluctant  to  testify  in 
|l  legal  cases  either  because  of  the  time  involved 
! or  because  of  the  uncertainties  inherent  in 
if  some  types  of  testimony.  To  the  physician 
!'  the  courtroom  means  giving  a carefully  re- 
stricted  opinion,  necessarily  based  on  inade- 
1,  quate  observation,  for  persons  who  cannot 
understand  the  details  of  the  problem  and 
■ who  probably  will  not  believe  him  anyway. 


Courtroom  fireworks  could  be  dampened  if 
we  could  avoid  having  one  physician  pitted 
against  another  as  rival  witnesses  for  opposing 
sides! 

In  several  states  a plan  has  been  developed 
in  which  high  ranking  physicians  in  the  various 
specialties  are  appointed  to  a panel — agreeing 
to  be  available  on  call:  An  appellate  division 
court  order  stipulates  that  the  appropriate 
panel  expert  can  be  summoned  as  an  impartial 
expert  witness  in  any  case  where  a sharp 
divergence  of  medical  testimony  has  been 
given.  The  impartial  examination  is  conducted 
in  advance  of  the  trial,  with  copies  of  the 
physicians’  report  distributed  to  all  parties 
concerned. 

This  practice  has  resulted  in  the  settle- 
ment of  the  majority  of  cases  so  handled, 
thereby  conserving  the  time  of  the  court  and 
accelerating  the  final  dispostion  of  the  case. 

This  plan  has  been  so  successful  that 
whereas  originally  the  cost  of  the  panel  was 
to  have  been  paid  out  of  a private  foundation 
fund — the  plan  was  changed  to  have  these 
costs  paid  out  of  public  funds. 

This  type  of  plan  has  been  endorsed  in 
principle  by  the  American  Medical  Associa- 
tion, which  hopes  to  formulate  a model  plan 
in  cooperation  with  the  various  Bar  Associa- 
tions and  the  Judiciary.  There  is  much  to 
be  gained  by  continued  cooperation  between 
our  medical  and  legal  groups.  In  addition  to 
maintainfing  friendly  relationships  between 
professions  through  joint  meetings — it  may 
well  serve  as  a means  for  considering  specific 
plans  and  proposals  to  make  available  to  each 
profession  assistance  from  the  other,  not  only 
for  benefits  directly  accruing  to  the  profes- 
sion but  more  importantly — to  assist  the 
courts  and  parties  to  litigation,  with  conse- 
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quent  benefit  to  the  public.  The  use  of  the 
impartial  witness  technique  has  affected  pre- 
trial settlements  in  the  vast  majority  of  cases, 
and  has  greatly  reduced  the  area  of  contro- 
versy in  some  of  the  remaining  cases  that  did 
go  to  trial.  The  money  is  considered  to  have 


been  well  spent  in  reducing  cluttered  trial 
dockets. 

Could  not  such  a plan  be  developed  in  Dela- 
ware— to  the  mutual  benefit  of  the  medical 
and  legal  professions — as  well  as  to  the  citizens 
of  the  State? 


Tn. 

/ 


RESOLUTION 

1.  Whereas,  the  Honorable  Charles  L.  Terry  has  served  as  the  President  Judge 
of  the  Superior  Court  of  the  State  of  Delaware,  on  which  tribunal  he  has 
rendered  outstanding  and  conspicuous  service  to  his  native  state,  and 

2.  Whereas,  by  virtue  of  this  office  as  President  Judge  of  the  Superior  Court  of 
the  State  of  Delaware  he  performed  the  duties  of  the  President  of  the  Medical 
Council  of  the  State  of  Delaware  in  a sympathetic  and  exemplary  manner,  and 

3.  Whereas,  by  virtue  of  this  position  as  President  of  the  Medical  Council  of  the 
State  of  Delaware  he  evidenced  a keen  interest  and  deep  concern  for  all 
aspects  of  the  practice  of  Medicine,  and 

4.  Whereas,  the  Honorable  Judge  Charles  L.  Terry  played  a thoughtful  and 
understanding  role  in  the  recent  revision  of  the  Medical  Practice  Act  of  the 
State  of  Delaware  and,  as  a result  of  such  counselling,  this  Act  has  become 
a shining  example  lor  all  of  these  United  States,  and 

5.  Whereas,  the  Honorable  Judge  Charles  L.  Terry  has  been  recognized  by  the 
Federation  of  State  Boards  of  Medical  Examiners  of  the  United  States  and 
the  American  Medical  Association  for  his  contributions  in  the  field  of  Medical 
Discipline,  and 

6.  Whereas,  the  Honorable  Judge  Charles  L.  Terry  has  recently  been  appointed 
and  elevated  to  a position  as  Associate  Justice  of  the  Supreme  Court  of  the 
State  of  Delaware  and,  of  necessity  and  by  law,  must  now  relinquish  the 
position  as  President  of  the  Medical  Council  of  the  State  of  Delaware,  in 
which  position  he  has  served  so  devotedly,  now,  therefore. 

Be  it  resolved,  that  the  Honorable  Judge  Charles  L.  Terry  be  sincerely 
commended  for  his  untiring  efforts,  above  and  beyond  the  call  of  duty,  on 
behalf  of  the  State  Board  of  Medical  Examiners  and  the  Medical  Society  of 
Delaware,  and. 

Be  it  further  resolved,  that  a copy  of  this  resolution  be  presented  to  the 
Honorable  Judge  Charles  L.  Terry,  and  also  a request  be  made  that  a copj' 
of  this  resolution  be  spread  on  the  pages  of  the  Journal  of  the  Medical  Society 
of  Delaware,  whereby  all  physicians  may  be  informed  of  the  esteem  in  which 
he  has  been  held  by  the  Medical  Council  and  the  State  Board  of  Medical 
Examiners  of  this  State,  and  by  means  of  such  publishing,  this  resolution 
may  be  retained  for  posterity. 
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THE  FOXGLOVE  AND  ITS  GLYCOSIDES 

Discussion  and  experimentation  has  been 
underway  for  years  on  the  controversial  sub- 
ject of  the  relative  efficiency  and  safety  of 
digitalis  and  its  various  glycosides  It  is  evi- 
dent that  preparations  of  the  whole  leaf  and 
digitoxin  tend  to  be  less  rapidly  excreted  than 
some  of  the  other  glycosides.  Therefore, 
when  toxic  effects  follow  their  use  they  will 
tend  to  be  prolonged.  On  the  other  hand, 
toxic  effects  resulting  from  digoxin  tend  to 
disappear  earlier  due  to  its  more  rapid  excre- 
tion By  the  same  token,  patients  taking 
digoxin  or  similar  drugs  will  tend  to  lose  the 
beneficial  effects  from  time  to  time  and  must 
be  completely  redigitalized.  Those  maintained 
with  the  whole  leaf  or  digitoxin  are  less  likely 
to  lost  its  effects. 

Another  variable  factor  in  this  complicated 
picture,  long  suspected  but  only  recently 
demonstrated  by  the  work  of  Marriott  and 
his  colleagues  (Deliberate  Digitalis  Intoxica- 
tion: A comparison  of  the  Toxic  Effects  of 
Four  Glycoside  Preparations — Ann  Int.  Med. 
57:946  (Dec.)  1962)  is  that  the  same  patient 
may  react  differently  to  a given  preparation 
at  different  times. 

They  deliberately  inducted  94  episodes  of 
early  digitalis  intoxication  in  39  hospitalized 
patients;  30  were  intoxicated  2 or  more  times 
during  a single  hospital  admission.  Digoxin, 
gitalin,  and  digitoxin  were  used.  Seven  were 
intoxicated  with  the  same  preparation  on  more 
than  one  occasion. 

They  found  that  none  of  the  preparations 
tended  to  produce  a pattern  of  intoxication 
different  from  the  others  and  that  when  a 
patient  was  intoxicated  for  the  second  or  later 


time,  he  was  as  likely  to  show  different  mani- 
festations as  he  was  to  show  the  same.  They 
showed  that  this  was  independent  of  whether 
the  same  or  different  glycosides  were  used. 

This  experiment  is  further  evidence  to  sup- 
port the  view  that  we  should  suspect  any 
claims  about  a drug  whose  therapeutic  action 
is  superior  and  whose  side  reactions  are  negli- 
gible when  compared  with  similar  drugs. 

THE  PROBLEM  OF  GRADUATE 
MEDICAL  EDUCATION 

The  article  by  Kaluzny  found  elsewhere  in 
this  issue  is  timely,  worthy  of  study,  and  the 
first  to  admit  that  further  study  is  indicated. 
This  work,  abstracted  from  his  Master’s 
thesis,  is  based  upon  data  gathered  from  direct 
questionaires  to  100  hospitals  plus  reference 
to  the  1960  Directory  of  Internships  and 
Residencies. 

He  concluded  that  a medical  school  affilia- 
tion is  the  outstanding  factor  in  attracting 
interns  to  an  educational  program  In  non- 
affiliated  hospitals  the  size  of  the  hospital  was 
a highly  significant  factor  in  the  number  of 
graduates  of  American  medical  schools  ap- 
plying for  internship;  the  presence  of  a full 
time  medical  director  (education)  and  the 
number  of  board  certified  staff  members  were 
not  nearly  so  significant. 

Mr.  Kaluzny  has  done  an  excellent  piece 
of  work.  It  is  hoped  that  his  original  thesis 
will  be  available  for  study  by  others;  it  also 
is  hoped  that  he  will  be  able  to  continue  this 
study.  Some  means  of  evaluating  the  factors 
mentioned  in  Conclusion  F should  be  sought 
as  this  has  the  appearance  of  possibly  being 
a most  important  and  significant  factor. 
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Control  Of  A monograph,  Control  of  Infections  in  Hospitals,  has  been  released  by 

Hospital  Infections  the  AHA’s  Committee  on  Infections  Within  the  Hospital.  It  advocates 

an  infections  committee,  including  at  least  a physician,  a surgeon,  a 
nursing  representative  and  the  administrator,  to  lay  down  policies  and 
enforce  them  “without  fear  or  favor,  affection  or  ill-will.”  The  most 
important  step  in  the  control  of  any  outbreak  of  infectious  disease  is 
early  recognition;  the  next  step  is  early  administrative  action  to  prevent 
spread.  Monographs  may  be  purchased  for  $2  from  the  American  Hospital 
Association,  840  North  Lakeshore  Drive,  Chicago  11. 


NIH  New  Two  new  training  programs  to  improve  psychiatric  competency  within 

Dual  Program  the  medical  profession  have  been  announced  by  HEW.  The  first  provides 

stipends  for  residency  training  of  physicians  who  want  to  switch  from 
their  specialties  to  psychiatry;  the  other  provides  part-time  postgraduate 
psychiatric  training  for  general  practitioners  who  intend  to  continue  in 
their  own  fields.  This  is  designed  not  to  make  psychiatrists  out  of  general 
practitioners,  but  to  help  today’s  family  physician  treat  his  patients’ 
emotional  problems  and  to  detect  mental  illness  in  its  early  stages — then 
referring  patients  with  serious  mental  disorders  to  a psychiatrist.  For 
information  write:  Robert  H.  Felix,  Director  of  the  National  Institute 
of  Mental  Health,  Bethesda. 


Medical  Writers  Physicians  who  are  interested  in  problems  of  medical  communication,  or 

who  just  want  to  write  more  effectively,  may  apply  for  membership  in 
the  American  Medical  Writers’  Association,  250  West  57th  Street,  New 
York  19.  The  Association  provides  a medical  manuscript  editing  service 
and  a national  placement  service  for  members;  grants  awards  and  cer- 
tificates for  outstanding  accomplishments;  maintains  a roster  of  lectures 
on  medical  writing  and  offers  scholarships  for  people  contemplating  a 
career  in  this  field. 

Alcoholism  Frce  services  are  available  through  the  Wilmington  Council  on  Alcoholism, 

Information  Center  Inc.,  to  interested  persons  who  may  visit  or  telephone  relative  to  the 

problem  of  alcoholism.  The  Center  suggests  treatment,  hospitalization 
when  necessary  and  continuing  counsel  to  individuals  and  families.  Mrs. 
Wilhelmina  C.  Miller,  in  charge  of  the  Center  in  the  Medical  Arts  Build- 
ing, will  gladly  speak  to  civic  organizations — high  school  or  church  groups 
— free  of  charge. 

The  new  gas-powered  prosthesis  developed  by  the  Sierra  Engineering  Co., 
Sierra  Madre,  California  is  providing  new  hope  for  the  disabled.  It  op- 
erates on  the  same  type  of  gas  used  for  carbonated  beverages  and  fire 
extinguishers;  is  suspended  by  the  shoulder  harness  and  controlled  by 
several  miniature  pressure  valves  attached.  Far  less  strength  and  motion 
is  required  of  the  patient  than  in  the  operation  of  the  conventional  cable- 
operated  prosthesis. 


New  Hope 
For  Amputees 
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Faulty  injection  techniques  often  cause  tissue  damage  and  nerve  injury, 
according  to  Daniel  J.  Hanson,  M.D.,  in  the  January  issue  of  GP.  He 
outlines  proper  procedures  for  giving  “shots,”  including  proper  siting 
for  the  needle,  and  offers  a formula  for  finding  the  ideal  site  in  the  pre- 
scribed gluteal  area. 

...  A 147  year  old  antacid  preparation  called  Seidlitz  Powders  was  evalu- 
ated along  with  a wide  range  of  other  commercially  available  gastric 
antacids  and  found  to  have  considerably  greater  neutralizing  and  buffering 
capacities  than  any  of  its  modern  counterparts.  Columbia  University 
College  of  Pharmacy. 

. . . Kent  General  Hospital,  Dover,  is  beginning  to  move  into  three  new 
wings  which  are  now  receiving  finishing  touches.  These  represent  a 1.4 
million  dollar  construction  program  which  is  part  of  a master  plan  for 
the  Kent  General  Hospital. 

...  A nursing  nipple  which  helps  to  prevent  the  development  of  unde- 
sirable dental  characteristics  and  oral  habits — often  associated  with  bottle 
feeding — will  be  available  in  February  by  prescription  only.  It  is  called 
the  ISIuk  Sauger.  Developed  in  Europe  and  with  six  years  of  testing  by 
dentists  and  physicians,  the  Nuk  Sauger  is  expected  to  be  valuable  in  pre- 
venting abnormal  swallowing  and  reducing  the  incidence  of  non-nutritive 
sucking  habits.  Introduced  with  the  nipple  is  the  supplementary  Nuk 
Sauger  orthodontic  Exerciser.  Both  are  available  to  dentists,  physicians 
and  speech  pathologists  only,  through  the  Rocky  Mountain  Dental  Pro- 
ducts Co.,  1450  Callapago,  Denver  1. 

. . . Biological  testing  services  which  are  available  to  physicians  are  listed 
and  described  in  a new  bulletin  from  The  United  States  Testing  Co.,  Inc., 
1415  Park  Avenue,  Hoboken,  N.J.  Some  of  the  types  of  testing  are  in 
the  fields  of  toxicology,  bacteriology,  mycology,  waste  analysis  and  drugs. 

. . . Delaware  is  ending  its  second  consecutive  year  without  a case  of  polio. 
Statement  issued  by  Floyd  I.  Hudson,  M.D.,  Executive  Secretary,  State 
Board  of  Health. 

Davis  G.  Durham,  M.D.  and  William  T.  Reardon,  M.D.,  will  be  guest 
speakers  at  the  36th  Annual  Spring  Congress  in  ophthalmology  and 
otolaryngology  given  by  the  Gill  Memorial  Eye,  Ear  and  Throat  Hospital, 
Roanoke,  Va. — April  1-5,  1963  . . . H.  Thomas  McGuire,  M.D.,  addressed 
the  Woman’s  Auxiliary  of  the  Delaware  State  Hospital  and  Governor 
Bacon  Health  Center  on  the  first  Congress  on  Mental  Health  of  the  AMA 

. . . Alfred  R.  Shands,  Jr.,  M.D.,  has  been  named  Chairman  of  the  Medical 
and  Hospital  Division  of  the  1963  Red  Cross  Fund  Drive  in  Delaware; 
Douglas  W.  MacKelcan,  M.D.,  is  Co-chairman  . . . William  Marshall, 
Jr.,  M.D.,  was  written  up  in  the  State  News,  Dover,  on  his  57  years  of 
service  in  the  Milford  area  . . . C.  A.  D’Alonzo,  M.D.,  will  address  the 
American  Industrial  Health  Conference  in  March  on  A Consideration  of 
the  Role  of  Metals  in  Myocardial  Infarction  . . . David  J.  Reinhardt,  M.D., 
addressed  the  Harrington  BPW  Club  on  Progress  in  the  Control  of  Heart 
Disease  . . . Davis  G.  Durham,  M.D.,  re\dewed  his  experiences  as  a physi- 
cian on  the  S.S.  HOPE  at  a meeting  of  the  Newark  New  Century  Club  . . . 


February,  1963 


51 


czM-uxiliary  czM-ljaird 

A PHYSICIAN’S  WIFE  TRAVELS  WITH  THE  S.S.  HOPE 


In  March  of  1962,  I accompanied  my  hus- 
band on  a month’s  tour  of  duty  in  service  of 
the  S.S.  HOPE  ship,  a non-government,  pub- 
licly supported  medical  teaching  project.  The 
purpose  of  the  project  is  basically  to  further 
the  aims  of  American  ways  and  to  offer  friend- 
ship to  peoples  of  other  countries  by  teach- 
ing our  newest  medical  methods  and  training 
not  only  young  physicians  but  also  nurses, 
technicians,  midwives  and  allied  arts. 

Our  advance  group  consisted  of  thirty  mem- 
bers, representing  eight  specialties  and  nurses. 
This  team  consisted  of  two  ophthalmologists, 
one  otolaryngologist,  two  general  surgeons, 
one  pediatrician,  one  gynecologist  and  one 
internist.  (All  specialties  are  represented  on 
the  ship  during  the  year  for  teaching  and 
demonstrating  techniques. ) 

Although  I have  no  skills  that  are  usable 
in  such  a project,  I tagged  along  to  scrub 
bottles,  test  visions,  take  temperatures  and 
assist  in  any  way  that  a situation  might  de- 
mand. 

The  S.S.  HOPE  spent  its  first  year  in  In- 
donesia. Our  trip  took  us  to  Peru — as  part 
of  an  advance  team  to  evaluate  the  needs  of 
the  Peruvian  physicians.  Unfortunately,  the 
hospital  ship  was  held  up  in  Los  Angeles  by 
a longshoremen’s  strike — a discouraging  indi- 
cation of  some  Americans’  ideas  of  spreading 
friendship. 

Leaving  the  beautiful  city  of  Lima,  Peru, 
we  traveled  by  train  to  the  town  of  Orroya 
at  an  elevation  of  14,000  feet.  Our  first  ex- 
perience with  altitude  living  was  a disaster — 
nausea,  dizziness,  palpitations,  loss  of  appe- 
tite, insomnia  were  common  problems  to  us 
and  put  several  to  bed.  When  we  went  down 
to  the  town  of  Tarma  (a  mere  12,000  feet) 
we  found  breathing  regularly  a true  pleasure. 

The  situation  in  Tarma  pointed  up  beauti- 
fully one  of  Peru’s  major  medical  problems — 
that  is,  the  frequent  influence  of  political 
maneuvering.  Here  stood  a new  200  bed  hos- 
pital totally  equipped  with  excellent  German 
equipment  (although  none  of  the  staff  could 
read  the  Geiman  instruction  booklets)  with  30 


student  nurses — and  not  one  single  patient. 
As  a result  of  all  this  empty  luxury,  we  were 
installed  in  private  hospital  rooms  instead  of 
using  the  local  hotel. 

Perhaps  the  second  greatest  problem  is 
what  the  Peruvian  physician  refers  to  as  “ex- 
porting intellectuals.”  Many  young  men  go 
to  Europe  or  to  the  United  States  for  training 
but  do  not  return  to  Peru.  Three  hundred 
physicians  are  graduated  each  year  from  the 
Lima  medical  school.  Two  hundred  leave 
Peru  for  further  training.  Only  one  hundred 
return  and  most  of  these  prefer  to  practice  in 
Lima.  Obviously,  this  leaves  a tremendous 
need  for  the  average  Peruvian — the  Indian 
who  constitutes  50  percent  of  the  population 
and  whose  living  level  is  sub-standard. 

The  American  doctors  soon  found  their 
place  and  began  teaching  where  the  need 
seemed  the  greatest.  Later  reports  tell  us 
that  the  ship’s  arrival  was  thrilling  and  that 
the  full  program  is  tremendously  successful. 

Many  of  the  non-medical  experiences  are 
those  which  still  come  to  mind  often.  I smile 
when  I recall  how  ten  young  girls  surrounded 
me  as  if  to  attack.  I had  no  idea  what  my 
misdemeanor  had  been.  It  turned  out  that 
they  were  fascinated  with  my  blue  eyes — a 
true  rarity  among  these  darker-skinned 
people. 

We  found  time  to  see  the  sights.  An  in- 
terest in  anthropology  led  us  into  several  un- 
excavated, ancient  desert  towns.  Due  to  the 
extremely  dry  climate,  the  presevation  of  3,000 
year  old  fabrics  was  perfect.  We  found  burial 
bundles  protruding  from  rubble — complete 
with  bones,  flesh,  teeth  and  hair.  This  unique 
system  of  burial  was  typical  of  the  coastal 
Indians  and,  I understand,  is  still  practiced 
by  certain  tribes  in  the  area  of  the  Amazon 
headwaters.  I managed  to  sneak  some  verte- 
brae through  customs — but  femurs  were  too 
large  to  hide  in  a handbag! 

Of  great  interest  to  the  doctors  were  dis- 
plays of  not  hundreds  but  thousands  of  tre- 

( Continued  on  page  46) 
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PRESIDENT’S  REPORT  ON  THE  ANNUAL  MEETING 


The  1962  Annual  Meeting  and  banquet  was 
held  December  8th  at  the  Academy  of  Medi- 
cine. The  Scientific  Session  was  well  attended, 
the  audience  being  rewarded  by  hearing  sev- 
eral very  stimulating  and  informative  papers. 
The  Dean  of  Temple  Medical  School,  Dr. 
Robert  Bucher,  initiated  the  session  with  a 
challenging  discussion  of  modern  undergradu- 
ate medical  training  with  special  emphasis  on 
exposing  students  to  general  practice. 

Dr.  Frederic  C.  Bartter  from  the  N.I.H., 
Bethesda,  followed  with  a detailed  descrip- 
tion of  the  role  of  aldosterone  in  renal  physi- 
ology. 

The  afternoon  program  began  with  a very 
interesting  and  well-illustrated  talk  on  cancer 
of  the  head  and  neck  by  Dr.  T.  Crandell  Al- 
ford, an  associate  of  Dr.  Klopp’s,  from  Wash- 
ington, D.C.  This  lecture  was  sponsored  by 
the  Delaware  Division  of  the  American  Can- 
cer Society.  Dr.  Perry  McNeal  completed  the 
day  with  another  of  his  wonderful  surveys  of 
endocrine  disorders. 

The  exhibits  were  excellent,  drawing  many 
upstairs.  Through  the  kindness  of  John  G. 
Merkel  & Sons,  Inc.,  an  otoscope  was  won  by 
Mrs.  (and  Doctor)  David  Platt.  Dr.  Douglas 
MacKelcan  and  Dr.  Rhoslynn  Bischoff  both 
contributed  much  to  the  success  of  the  meet- 
ing by  doing  outstanding  jobs  as  moderators 


of  the  morning  and  afternoon  sessions  re- 
spectfully. 

On  Friday  evening  prior  to  the  Scientific 
Program,  Dr.  Marjorie  Conrad,  the  retiring 
president,  made  several  important  observa- 
tions and  recommendations  at  the  annual  busi- 
ness meeting. 

Steps  have  been  taken  to  implement  most 
of  these  recommendations.  Revision  of  the 
Constitution  and  By-Laws  should  get  under- 
way soon.  Dr.  David  Platt,  Chairman  of  the 
Education  Committee,  has  already  almost 
completed  plans  for  the  Spring  Symposium  on 
Physical  Medicine  and  at  least  one  speaker 
has  been  secured  for  the  December  meeting. 
Subject  matter  for  the  fall  course  and  the  day 
on  which  it  is  to  be  given  are  still  undecided. 

I should  again  to  express  the  apperciation 
of  the  entire  membership  to  Marjorie  Conrad 
for  the  outstanding  job  she  did  as  president 
in  1962. 

Finally  at  a meeting  of  the  Board  of  Direc- 
tors, held  early  in  January,  the  following 
committees  were  established.  By  the  time 
of  publication  it  is  hoped  that  previous  com- 
mittee chairmen  and  officers  will  have  pre- 
sented written  outlines  of  their  duties  to  their 
successors  as  recommended  and  accepted  at 
the  annual  meeting. 

Respectfully  submitted 
William  D.  Shellenberger 


COMMITTEES  — 1963 


Budget  6-  Audit 
Jack  Gelb* 

M.  B.  Forman 
G.  \V.  Martin 
David  Platt 

Constitution  & By-Laws 
M.  B.  Pennington* 

M.  E.  Conrad 
J.  J.  Davolos 
Credentials 
J.  J.  Davolos* 

R.  I.  Bishoff 
L.  L.  Fitchett 
Education 
David  Platt* 

J.  M.  Barsky,  Jr. 

G.  J.  Boines 
W.  H.  Duncan 

D.  W,  MacKelcan 
J.  R.  McCarthy 
Entertainment  & Banquet 
Elton  Resnick* 

R.  J.  Bishoff 


I.  A.  Chrzanowski 
David  Platt 

Exhibits 
H.  F.  Wendel* 

L.  A.  Hershon 
David  Rich 

Hospitals 

S.  W.  Bartoshesky* 

J.  L.  Campbell 
S.  G.  Elbert,  Jr. 

Robert  Seeherman 
Harry  Taylor 

Insurance 
L.  F.  Sherman* 

Maurice  Goleburn 
J.  R.  McCarthy 
H.  A.  Tarrant 
Legislation 
R.  J.  Bishoff* 

R.  W.  Comegys 
H.  T.  McGuire 
G.  M.  VanValkenburgh 


Mead  Johnson 
W.  H.  Duncan* 

G.  J.  Boines 
Elton  Resnick 
M.  C.  Richey 
Costas  Terris 
Mental  Health 
P.  C.  Turner* 

Sarah  Bishop 
Italo  Charamella 
R.  B.  Thomas 
National  Defense 
M.  B.  Pennington* 

F.  W.  Baker,  Jr. 
Occupational  Health 
J.  J.  Bredall* 

T.  V.  Hynes 
L.  R.  Kimble 

E.  J.  Szatkowski 
Publications 
Press: 

D.  W.  MacKelcan* 

F.  P.  Rovitti 


C.  W.  Wagner 
H.  F.  Wendel 
Journals: 

G.  J.  Boines* 

J.  H.  Hanel 
Robert  Seeherman 
Public  Relations 

I.  Charamella* 

R.  F.  Brams 

f.  L.  Campbell 
R.  B.  Thomas 
A.  C.  Wooden 
School  Helaih 
M.  E.  Conrad* 

Sarah  Bishop 
H.  R.  Dougherty 

J.  A.  Click 

L.  V.  Anderson 
Hospitality  & Decorations 
Mrs.  S.  W.  Bartoshesky* 

Mrs.  D.  W.  MacKelcan 

*Denotes  Committee  Chairman 
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Donald  C.  Cameron,  M.D.,  University  of  Maryland,  ’55, 
was  born  in  Kentucky  and  obtained  his  Delaware  license 
in  1958.  Specialty:  Internal  Medicine;  Office:  407  Mill- 
town  Road.  Dr.  Cameron  has  two  children  and  finds 
golf  the  perfect  answer  to  recreation. 


Frederick  W.  Helmsworth,  M.D.,  University  of  Pennsyl- 
vania, ’50,  is  a native  of  North  Dakota  and  has  been 
in  the  East  about  15  years.  Delaware  license:  1961; 
Specialty:  Anesthesiology.  Dr.  Helmsworth  has  three 
children  and  does  wood  carving  for  relaxation.  Office: 
Delaware  Hospital. 


Francis  W.  Godwin,  M.D.,  University  of  Virginia,  ’60, 
is  a Virginian;  Delaware  license:  1961.  Dr.  Godwin 
is  a resident  in  OB-GYN.,  at  Delaware  Hospital  and  his 
wife  is  on  the  nursing  staff;  they  expect  their  first  child 
in  June.  The  Godwins  like  travel  and  the  theatre;  the 
“Playhouse”  sees  a lot  of  them  during  his  time  off. 


Costas  Terris,  M.D.,  Aristotelien  University,  ’57,  was 
born  in  Salonica,  Greece.  Delaware  license,  1961; 
Specialty:  General  Practice;  Office,  1329  West  Eighth 
Street.  Dr.  Terris  and  his  wife,  who  is  a native  of  this 
region,  have  two  children,  a boy  and  a girl.  Reading 
and  music  fill  in  his  extra  curricular  activities. 
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Alvin  Weiner,  M.D.,  Temple  Medical  School,  ’57,  is  a 
Philadelphian.  Delaware  license;  1961;  Specialty;  Oph- 
thalmology. Dr.  Weiner  has  one  son,  David,  a year  old 
and  enjoys  golf  and  fishing.  Office;  1401  Pennsylvania 
Avenue. 


George  E.  Voegle,  M.D.,  Universities  Tuebingen,  Heidel- 
berg and  Munich,  Germany,  ’47,  obtained  his  Delaware 
license  in  1961.  Specialty;  Psychiatry;  Office;  Governor 
Bacon  Health  Center. 
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Edgar  R.  Miller,  Jr.,  M.D.,  Harvard  Medical  School,  ’54, 
is  a native  of  Wilmington  and  the  son  of  Drs.  Elizabeth 
and  Edgar  Miller,  Sr.  Delaware  license;  1961;  Specialty; 
Vascular  and  General  Surgery.  Dr.  Miller  has  four 
children — one  girl  and  three  boys — and  enjoys  skiing 
and  sailing. 


Favel  Chavin,  M.D.,  Temple  University  School  of  Medi- 
cine, ’55,  is  a Wilmingtonian  who  has  transferred  his 
membership  from  the  Charleston  County,  S.C.,  Medical 
Society.  Delaware  license;  1961;  Specialty;  Orthopedic 
Surgery;  Office;  1017  Park  Place.  Dr.  Chavin  likes 
woodworking  and  antiquing  furniture  as  a hobby.  He 
and  his  wife,  who  is  a nurse,  have  a one  year  old  son. 


February,  1963 


55 


PROCEEDINGS  OF  THE 
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PART  III 


RESOLUTION  NO.  3 

Hospital  Implementation  of  Kerr-Mills  to  Com- 
plete Implementation 

WHEREAS,  implementation  of  the  Kerr-Mills 
Law  in  the  State  of  Delaware  is  a new  concept  for 
this  state,  the  implementation  of  which  will  require 
new  administrative  machinery,  and 

WHEREAS,  services  will  be  rendered  under  this 
program  by  institutions  and  individuals  of  varying 
complexity  and  patterns  of  cost,  and 

WHEREAS,  the  non-profit,  voluntary  hospitals  of 
Delaware  continue  to  care  for  the  indigent  aged 
without  proper  reinbursement  from  the  state,  and 
continue  to  find  such  care  a drain  on  their  resources, 
and 

WHEREAS,  hospitals  by  virtue  of  their  non- 
profit structure,  which  is  amenable  to  formula  reim- 
bursement, can  participate  in  a workable  program 
more  quickly  than  can  proprietary  institutions  or 
individuals,  and 

WHEREAS,  it  appears  that  if  the  Department  of 
Public  Welfare  delays  implementation  of  the  hos- 
pital portion  of  this  program  until  all  institutions 
can  participate,  several  months’  payments  to  hos- 
pitals will  be  lost,  therefore  be  it 

RESOLVED,  that  the  Medical  Society  of  Dela- 
ware recommend  to  the  Board  of  Public  Welfare 
that  hospital  reimbursement  be  begun  under  the 
Kerr-Mills  Law  as  quickly  as  possible,  without 
waiting  for  the  Program  to  incorporate  the  services 
of  all  institutions  and  individuals  who  may  later 
participate. 

Reference  Committee  Report  on  Resolution  No.  3 

Resolution  No.  3 relates  to  the  implementation  of 
the  Kerr-Mills  Law  in  Delaware.  The  reasons  for 
the  resolution  are  made  clear  in  its  preamble.  The 
Committee  believes  that  implementation  of  the 
Kerr-Mills  Law  in  Delaware  is  important  to  the 
Medical  Society,  and  that  there  is  no  reason  to 
delay  hospital  implementation  unnecessarily. 

Resolution  was  adopted. 

RESOLUTION  NO.  4 

Supporting  Principle  Of  Two-year  Medical  School 

Be  it  resolved  that: 

1.  The  House  of  Delegates  of  the  Medical  Society 
of  Delaware  approve  the  principle  of  the  estab- 
lishment of  a two  year  medical  school  in  Delaware 


and  that  it  continue  to  authorize  its  Committee  on 
Medical  School  to  seek  funds  for  a formal,  im- 
partial survey  regarding  the  feasibility  of  such  a 
school  for  this  state. 

Reference  Committee  Report  on  Resolution  No.  4 

Resolution  No.  4 would  approve  the  principle  of 
a two-year  medical  school  in  Delaware,  and  author- 
ize an  attempt  to  determine  its  feasibility.  Your 
Committee  is  in  general  sympathy  with  the  intent 
of  this  resolution,  but  is  somewhat  concerned  that 
it  be  construed  as  endorsing  the  establishment  of 
a school  before  the  feasibility  is  well  established. 
Therefore,  your  Committee  recommends  the  adoption 
of  the  following  substitute  resolution,  which,  in  our 
opinion,  accomplishes  much  the  same  purpose  as 
the  original  Resolution  No.  4,  without  the  same 
potential  for  misinterpretation. 

Substitute  Resolution  No.  4 

“Be  it  RESOLVED  THAT  the  House  of  Delegates 
of  the  Medical  Society  of  Delaware  approve  con- 
tinuing consideration  of  a two-year  medical  school 
in  Delaware,  and  that  it  authorizes  its  Committee 
on  a Medical  School  to  continue  to  seek  funds  for 
a formal,  impartial  survey  regarding  the  feasibility 
of  such  a school  for  this  state.’’ 

Mr.  President,  I move  the  adoption  of  this  Substi- 
tute Resolution. 

Resolution  was  adopted. 

JAMES  E.  MARVIL,  Chairman 

RESOLUTION  NO.  5 

Participation  of  Medical  Society  in  A.M.A. 

Senior  Citizens’  Service  Contract 

WHEREAS,  in  1962  the  American  Medical  Asso- 
ciation and  the  National  Association  of  Blue  Shield 
Plans  jointly  announced  the  establishment  of  a 
service  program  for  individuals  65  years  of  age  or 
over  whose  incomes  are  $2500  per  annum  or  less, 
or,  in  the  case  of  couples,  $4000  or  less  per  annum. 

WHEREAS,  while  service  contracts  have  not  been 
used  in  Delaware,  the  Medical  Society  of  Delaware 
is  cognizant  of  the  need  for  making  adequate  pre- 
payment available  to  as  many  persons  as  possible 
particularly  in  the  age  group  over  65,  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  author- 
ize the  Council  to  negotiate  with  Group  Hospital 
Service,  Inc.,  with  a view  toward  implementation  of 
the  National  Senior  Citizens’  Program  in  Delaware, 
and  be  it  further 
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RESOLVED,  that  the  Council  is  instructed  to 
use  as  a guide  in  such  negotiation  the  Principles 
established  by  the  Committee  on  Prepayment  as 
accepted  or  modified  by  this  House  of  Delegates, 
and  be  it  further. 

RESOLVED,  that  if  satisfactory  arrangements  can 
be  made  to  give  physicians  at  least  an  equal  voice 
in  the  operation  of  this  particular  service  contract, 
the  House  of  Delegates  then  recommend  to  the 
members  of  the  Medical  Society  of  Delaware  par- 
ticipation in  the  National  Senior  Citizens’  Program. 

Reference  Committee  Report  On  Resolution  No.  5 

Resolution  No.  5 calls  for  participation  by  the 
Medical  Society  of  Delaware  in  the  National  Service 
Blue  Shield  Program  Plans.  Your  Committee  calls 
to  the  attention  of  the  House  of  Delegates  that  there 
is  much  permissive  language  in  this  resolution,  the 
burden  of  which  is  that  the  House  of  Delegates 
recommend  that  individual  physicians  elect  to  par- 
ticipate in  this  program  if  satisfactory  arrangements 
can  be  agreed  upon  by  Group  Hospital  Service  and 
by  the  Council. 

Your  Committee  believes  that  there  are  few 
physicians  in  Delaware  who  would  object  to  caring 
for  aged  patients  of  low  income  under  the  Principles 
established  by  the  Committee  on  Prepayment.  Your 
Committee  is  of  the  opinion,  further,  that  it  is 
essential  that  the  Medical  Society  of  Delaware  take 
a definite  stand  on  this  issue  in  the  very  near 
future,  since  we  anticipate  that  national  advertising 
of  the  program  will  make  this  an  issue  of  consider- 
able public  interest.  Your  Committee  also  points 
out  that  no  individual  physician  can  be  committed 
by  this  resolution  to  participate  in  the  Senior 
Citizens’  Program  if,  for  reasons  he  considers 
sufficient,  he  elects  not  to  do  so.  Nevertheless,  your 
Committee  feels  that  it  is  necessary  to  demonstrate 
that  voluntary  prepayment  can  provide  adequate 
protection  to  the  aged  against  the  costs  of  illness, 
and  feels  that  a recommendation  that  physicians 
voluntarily  participate  in  such  a program,  given 
equal  voice  in  its  management,  is  entirely  in  order. 

From  the  Floor:  Mr.  President,  I would  like  to 
ask  a question  concerning  one  point.  I think  in 
there,  there  was  something  concerning  doctor  rep- 
resentation on  the  Blue  Cross  Board,  that  it  had 
been  changed  so  that  there  is  an  equal  number  of 
professional  men  with  an  equal  number  of  laymen. 
Is  that  true? 

Mr.  Morris:  No. 

From  the  Floor:  In  other  words,  a separate  Board 
will  be  set  up  to  regulate  this  particular  contract 
only?  Then  it  will  not  be  an  integral  part  of  the 
Blue  Cross-Blue  Shield  coverage. 

Dr.  Rennie:  Maybe  I can  answer  it  best  by  re- 
reading for  you  quickly  the  first  principle  that  was 
distributed  about  a week  ago: 


“The  Society  is  fully  aware  of  the  contribution 
made  to  the  development  of  Blue  Shield  in  Dela- 
ware by  informed,  conscientious  participation  in 
its  management  by  non-medical  individuals  and 
feels  that  this  participation  should  continue  in  the 
Senior  Citizens’  Program.  We  feel,  though,  that 
full  authority  to  manage  the  program  should  rest 
with  a committee  of  six  or  more  non-medical  mem- 
bers of  the  Board  of  Trustees  of  Group  Hospital 
Service  and  of  an  equal  number  of  representatives 
of  the  medical  profession,  giving  equality  of  repre- 
sentation to  both  the  providers  and  to  the  consumers 
of  medical  service.  A quorum  of  the  committee 
should  also  call  for  stated  and  equal  representation, 
for  example,  for  a committee  of  2,  no  less  than 
three  lay  and  three  medical  members.” 

Now,  this  is  sore  of  “open  end.”  It  means  in 
effect  that  if  Blue  Shield  wishes  to  delegate  six 
members  of  its  Board  to  be  a committee  with  six 
physicians  to  run  this  program,  that  falls  within 
this  principle. 

If  they  elect,  on  the  other  hand,  to  use  their 
whole  Board  and  bring  in  extra  physicians  to  con- 
sult with  them,  this,  too,  falls  within  the  principle. 
It  is  not  spelled  out  in  detail;  it  is  spelled  out  in 
principle  only.  And  the  resolution.  Resolution  Num- 
ber 5,  would  call  for  the  Council  using  these  prin- 
ciples to  try  to  negotiate  with  Blue  Shield  to  set 
it  up  in  some  way  that  meets  the  principle  without 
really  specifying  the  details. 

From  the  Floor:  Thank  you. 

Dr.  Rennie:  But  on  this  particular  phase  you 
would  have  better  representation  than  you  have 
now. 

Is  there  any  further  discussion? 

(The  question  was  called  for.) 

Dr.  Rennie:  It  has  been  moved  and  seconded  that 
this  resolution  proposing  Medical  Society  partici- 
pation in  the  Senior  Citizens’  Program  be  adopted. 
The  literature  that  was  sent  out  sometime  ago,  the 
two  sheets  that  were  sent  out,  giving  the  principles 
to  establish  a Committee  on  Prepayment,  are  the 
principles  of  this  committee.  This  has  to  be  ac- 
cepted before  anything  else  is  done.  This  is  your 
Committee  on  Prepayment  report  at  this  particular 
time.  Is  there  any  discussion  on  these  principles? 

Dr.  LaMotte:  Mr.  Chairman,  I think  it  is  necessary 
to  make  it  clear  again  that  the  adoption  of  these 
principles  does  not  in  any  way  suggest  a desire  to 
have  equal  representation  of  physicians  on  the 
board.  Throughout  the  country,  as  I understand 
it,  in  the  areas  where  Blue  Shield  matters  are 
tended  to,  the  medical  members  have  a great  deal 
more  to  say  about  the  Blue  Shield  matters  than  is 
the  case  here  in  our  Delaware  Blue  Cross-Blue 
Shield  Board,  on  which  the  Blue  Shield  is  almost 
really  a satellite  of  the  main  board,  having  started 
originally  as  a Blue  Cross  Hospitalization  Plan. 
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I have  attended  the  meetings  of  the  Reference 
Committee  on  these  resolutions  and  have  been  in- 
terested in  this  problem  before,  and  I am  satisfied 
myself  that  while  it  is  true  that  the  Blue  Cross- 
Blue  Shield  Board  may  not  look  upon  this  with 
favor,  we  have  to  have  a set  of  principles  to  set 
forth,  and  we  might  have  to  use  them  in  negotiating 
and  bargaining  in  order  to  achieve  what  we  want, 
namely,  that  the  Medical  Society  take  its  rightful 
role  in  the  community  in  backing  necessary  pro- 
grams to  take  care  of  these  people,  but  at  the  same 
time  adhere  indeed  to  the  principles  which  are 
laid  down  by  the  National  Blue  Shield  Board,  the 
members  of  which  were  somewhat  surprised  when 
they  really  learned  to  what  extent  the  physicians 
are  not  involved  in  decisions  that  pertain  to  Blue 
Shield  matters,  and  I don’t  think  that  there  is  any 
thought  here  of  having  physicians  attempt  to  make 
decisions  in  regard  to  investments  and  administra- 
tion of  the  hospital  program  which  they  don’t  al- 
ready participate  in,  or  any  other  factors  than 
those  which  involve  the  setting  up  and  running  of 
a Service  Contract  as  herein  specified  specifically 
for  the  over  65  group. 

So  if  it  is  necessary  before  voting  on  Resolution 
Number  5 to  adopt  these  principles,  I move  the 
adoption  of  these  principles. 

The  principles  were  adopted. 

RESOLUTION  NO.  6 
Change  In  Annual  Dues 

BE  IT  RESOLVED,  by  the  House  of  Delegates  of 
the  Medical  Society  of  Delaware:  that 

Article  3,  Section,  Line  5 of  the  By-Laws  of  the 
Medical  Society  of  Delaware  is  amended  by  deleting 
the  words  “fifty  dollars  ($50)  and  inserting  instead 
the  words  “seventy-five  ($75).’’ 

Reference  Committee  Report  On  Resolution  No.  6 

Resolution  No.  6 proposes  to  raise  the  dues  of  the 
Medical  Society  of  Delaware  from  the  present  $50 
per  year  to  $75  per  year.  This  is  in  addition  to  the 
assessment  of  $5  annually  to  provide  scholarships 
for  Delaware  residents  who  are  studying  medicine. 

Your  Committee  has  studied  the  dues  structures 
of  state  medical  societies  with  memberships  of  less 
than  1,000  for  the  years  1962  or  1963,  whichever  is 
more  recently  available.  We  note  that  there  are 
15  states  in  this  category,  which  is  meaningful  in 
the  sense  that  they  face  similar  financial  problems. 
It  would  be  unrealistic  to  compare  dues  paid  by 
nearly  19,000  members  of  the  California  Medical 
Association,  for  example,  with  dues  paid  by  417 
Delawareans,  although  California’s  dues,  are,  in 
fact,  higher.  We  note  that  the  dues  in  states  whose 
size  is  comparable  to  Delaware’s  range  from  $50 
to  $100,  excluding  assessments,  with  12  of  the  15 
paying  more  dues  and  none  paying  less.  When 
assessments  are  included,  the  range  is  from  $50 
to  $120,  with  13  states  paying  more  and  one  paying 
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less.  We  also  note  that  no  state  attempts  to 
maintain  a full-time  office  for  the  state  medical 
society  with  gross  membership  dues  that  are  not 
considerably  more  than  Delaware’s.  We  also  note 
that  there  are  certain  common  denominators  that 
Delaware  shares  with  the  wealthiest  states,  having 
two  federal  senators,  one  state  legislature,  a medical 
journal,  AMA  representation,  and  other  problems 
which  tax  the  facilities  of  a limited  budget  and  a 
limited  staff.  The  time  of  the  Executive  Secretary 
is  taken  by  activities  such  as  medical  journal  ad- 
vertising, administration  of  the  Blue  Cross  Group, 
bookkeeping,  and  other  activities  which  could  more 
profitably  be  undertaken  by  a third  person  in  the 
office,  thereby  freeing  the  Executive  Secretary  for 
more  constructive  activity.  Such  a person  cannot 
be  secured  without  an  increase  in  the  budget.  The 
re-allocation  of  work  that  this  would  make  possible 
should  permit  more  frequent  and  more  effective 
communication  with  the  membership,  better  staff- 
ing of  more  committee  work,  more  research  on 
matters  of  prepayment,  and  legislation,  etc.,  and 
the  undertaking  of  new  projects  for  which  staff 
time  is  simply  not  available  now. 

The  Committee  points  out  further,  that  the  pro- 
posed dues,  even  with  the  $5  assessment,  would 
not  be  particularly  high  when  compared  to  the  per 
capita  dues  of  comparable  state  medical  socities. 
They  would  in  fact,  be  less  than  the  median  or  the 
arithmetic  mean  of  other  states,  even  excluding  the 
rather  considerable  assessments  that  are  levied  in 
those  states. 

Resolution  was  adopted. 

Dr.  Rennie:  There  is  always  a sad  thing  that  we 
have  to  do.  During  the  year  we  lost  two  members 
of  our  Society,  Dr.  Lewis  Chipman,  Sr.,  and  Dr. 
William  Kraemer.  I would  like  to  have  the  house  ' 
rise  for  a moment  in  memory  of  these  two  physi- 
cians. 

A moment  of  silence  was  observed  by  the  house. 

Dr.  Rennie:  Thank  you.  At  this  particular  time 
we  will  take  up  the  selection  of  the  site  of  the 
1963  Annual  Meeting.  The  by-laws  specify  New 
Castle  County  unless  there  is  a House  of  Delegates 
decision  otherwise.  The  meeting  this  year  is  in 
New  Castle  County  by  default  of  Kent  County.  So 
next  year  is  definitely  New  Castle  unless  you  de- 
cide otherwise. 

A motion  was  made  and  seconded  to  hold  the 
1963  Annual  Meeting  in  New  Castle  County. 

I now  declare  this  meeting  adjourned. 

At  5:15  o’clock  p.m.,  September  23,  1962,  the 
House  of  Delegates  Meeting  of  the  Medical  Society 
of  Delaware  was  adjourned. 

The  complete  report  of  the  Proceedings  of  the  ' 
House  of  Delegates  is  on  file  in  the  Medical  Society  < 
office  and  is  available  to  members  for  reference. 
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CHEMOTHERAPY  OF  SOLID  TUMORS 


• A discussion  of  the  types  of  chemotherapeutic 
agents  used  in  the  treatment  of  solid  tumor 
malignancies.  The  author  outlines  the  methods 
of  administration  and  the  place  of  chemotherapy 
in  the  treatment  of  cancer. 


Robert  Howard  Rosen,  M.D. 


Solid  tumors  constitute  approximately  85% 
of  all  malignancies.  These  are  the  so-called 
“surgical”  tumors  as  opposed  to  the  initially 
generalized  diseases  as  leukemia  and  lympho- 
mas, which  are  the  “medical”  tumors.  Opti- 
mally solid  tumors  would  be  handled  by 
surgical  resection.  Unfortunately,  a large 
number  of  these  malignancies  have  progressed 
beyond  the  limits  of  resectability.  This  has 
led  surgeons  to  look  elsewhere  for  the  treat- 
ment of  so-called  surgically  inoperable  cases 
and  has  turned  their  interests  to  exploring 
horizons  of  cancer  chemotherapy.  One  is 
reminded  of  the  address  of  Harvey  Cushing 
to  the  Third  International  Congress  of  Medi- 
cine and  Surgery  in  June,  1913,  when  he 
stated  that  “the  young  surgeon  of  the  future 
will  be  an  internist  first  and  a surgeon  later.” 


Dr.  Rosen,  Staff  Surgeon  to  the  Veterans  Administration  Hospital, 
Wilmington,  received  cancer  surgery  training  at  Roswell  Park  Me- 
morial Institute.  Buffalo.  N.  Y.,  and  surgical  training  at  Beth 
Isreal  Hospital,  Boston;  Montifiore  and  Beth  David  Hospitals,  New’ 
York. 


Papyrus  Ebers,  1500  BC,  was  the  first 
recorded  person  to  treat  tumors  with  a chemo- 
therapeutic agent.  Dioscorides,  who  lived  at 
the  beginning  of  the  common  era,  treated  skin 
tumors  topically  with  the  alkaloid  cholchi- 
cine.  Today,  in  addition  to  the  alkaloid  group 
which  Dioscorides  used,  we  have  alkylating 
agents,  antimetabolites,  antibiotics,  phthal- 
anilides,  and  miscellaneous  agents  such  as 
viruses,  hormones,  vaccines,  etc.  These  mis- 
cellaneous agents  do  not  fall  into  the  scope 
of  this  paper. 

Pharmacology 

Antimetabolites 

The  antimetabolites  act  through  the  ana- 
bolic pathways  to  damage  proliferative  tis- 
sues. 

They  inhibit  the  biosynethesis  of  desoxyri- 
bonulceic  acid  (DNA)  as  noted  in  the  equa- 
tion (Figure  I).  For  example,  the  antipyri- 
midine compound  5-fluorouracil  strongly  in- 
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FIGURE  1 


Pathways  of  DNA-Thymine  Biosyn thesis- from 
Uracil  and  Thymine 
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hibits  pathway  C,  the  transformation  of  5- 
fluorouracil  to  5-fiuorodeoxyuyidylic  acid.  It 
acts  as  a substitute  metabolite,  interfering 
with  the  methylation  step.  Since  the  other 
pathway  can  be  interfered  with  by  the  th3mine 
inhibitor  5-mercaptouracil,  it  was  felt  that  the 
two  would  act  synergistically.  This  would 
reduce  the  dose  and  toxicity  of  5-fluorouracil.^ 
To  date,  however,  with  the  present  length 
of  administration  and  dose  of  5-fluorouracil 
the  toxicity  has  been  reduced.  Methotrexate 
is  another  antimetabolite  which  acts  as  a 
folic-acid  antagonist  and  interferes  with  the 
enzyme  of  step  C rather  than  acting  as  a 
substitute  metabolite  as  5-fluorouracil  (Deso- 
xyuridine  5 P-Thymidine-5P).^ 

Alkylating  Agents 

The  next  one  of  the  chemotherapeutic 
classification  is  the  alkylating  agents.  The 
DNA  molecule  is  made  up  of  nucleotide  units 
linked  and  cross-linked  in  a double  strand 
spiral  formation  (helix).  The  cross  linking 
is  an  H bonding.  When  the  cell  divides,  the 
H bond  splits  and  the  helix  unwinds.  Each 
strand  of  the  original  DNA  then  replicates 
itself  to  form  one  strand  of  DNA  in  the  new 
cell.  The  original  DNA  remains  in  the  parent 


cell.  In  carcinoma  some  metabolic  error 
causes  the  replication  of  faulty  DNA  during 
the  process  of  cell  mitosis.  Alkylation  with 
monofunctional  and  polyfunctional  alkylating 
agents  occurs  at  the  N7  position  of  the  gua- 
nine component  of  the  nucleotide  unit.  The 
guanine  components  of  the  DNA  helix  are 
juxtaposed  in  such  a manner  that  they  are 
cross-linked  by  reactive  centers  of  polyfunc- 
tional alkylating  agents.  The  end  result  is 
that  the  original  DNA  is  no  longer  recogniz- 
able and  it  no  longer  transmits  the  same  ge- 
netic information  as  previously  because  it 
cannot  unwind  and  replicate  itself.  However, 
it  is  not  entirely  certain  that  the  attack  on 
DNA  necessarily  represents  the  mechanism 
by  which  alkylating  agents  exert  their  anti- 
neoplastic effect.  See  diagram  (Figure  2). 

Figure  2.  • Oct.iil  of  Part  of  DNA  Helix* 


‘Adapted  from  Kleiner,  I.S.  and  Orten,  J.M.t  “Human  Biochemistry,"  St.  Louis,  1958,  The  C.V.  Mosby  Co,,  publishers,  p,  445, 

Nitrogen  mustard  is  one  of  the  oldest  of 
these  alkylating  agents.  Triethylenemela- 
mine,  thiotepa,  and  phenylalanine  mustard 
are  other  examples  of  alkylating  agents. 

Dual  Antagonists 

Chemical  components  which  incorporate  the 
structural  formula  of  two  different  antimeta- 
bolites into  a single  molecule  are  dual  antago- 
nists. “Dual  antagonists  are  designed  to 
synchronize  the  action  of  synergistic  com- 
ponents and  thus  overcome  differences  in  ab- 
sorbtion,  distribution  or  elimination  that 
would  negate  or  weaken  any  potentiation 
arising  from  simultaneous  block  of  metabolic 
pathways  at  several  points.  If  two  inhibitors 
directed  against  the  same  biochemical  mechan- 
ism or  cellular  structures  but  possessing  dif- 
ferent degrees  of  selectivity,  are  coupled 
chemically,  the  more  selectively  localizing 
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component  may  prevail  in  directing  the  dis- 
tribution of  the  molecule  as  a whole,  and  as 
a result  the  less  selective  (but  often  more 
potent  component)  may  reach  concentration 
at  the  desired  point  of  attack  that  could  not 
be  attained  by  the  free  (uncoupled)  inhibitor 
below  its  toxic  dosage.  The  dual  antagonists 
are  alkyl-N-  (bis)  ethylenimido  (phosphoro) 
carbamates,  ABlOO,  ABlOl,  AB103,  and 
AB132.  The  bis  (ethylenimido)  phosphoro 
radical  is  a bifunctional  group  known  to  have 
biological  alkylating  activity  through  an  amide 
linkage  to  urethane.  The  carcinostatic  effect 
of  urethane  is  reported  to  be  synergistic  with 
the  similar  effect  of  biological  alkylating 
agents.  This  bis  (ethylenimido)  phosphoro 
radical  is  linked  to  a carbamate  which  is  a 
weak  or  questionably  effective  antimetabolite. 
One  of  the  modes  of  the  action  of  this  part 
of  the  molecule  when  linked  to  the  electron 
attracting  phosphoro  group  is  that  it  splits  to 
yield  the  same  active  ingredient  urethane.”^ 

Antibiotic? 

Antibiotics  is  the  next  classification.  The 
mechanism  of  action  of  these  drugs  is  still 
in  doubt.  Some  of  the  postulations  are,  how- 
ever, that  actinomycin  D which  is  one  of  the 
more  popular  antibiotics  interferes  with  the 
microbiologic  systems  dependent  on  pathothe- 
nate.  The  next  postulation  being  the  ability 
to  inhibit  ammonia  assimilation.  Another 
theory  deals  with  the  ability  to  interfere 
with  the  protein  and  ribonucleic  acid  synthesis. 

Alkaloids 

The  next  group  is  the  alkaloids.  One  of  the 
most  significant  drugs  today  is  vincaleuko- 
blastine  which  is  an  indole-indoline  alkaloid 
from  the  periwinkle  plant.  The  mechanism 
of  action  is  not  known,  but  the  drug  is  a 
potent  metaphase  inhibitor.  Unlike  with  col- 
chicine this  effect  can  be  reversed  (from  ani- 
mal and  tissue  culture  experiments)  by  various 
amino  acids,  glutamic  acid  being  the  most 
effective  to  reverse  this  process  of  metaphase 
inhibition.’ 

Methods  of  Administration 

These  drugs  are  given  orally,  parenterally, 
used  topically  (wound  and  body  cavity  ir- 


rigation and  instillation),  by  intravenous  in- 
fusion, by  intraarterial  infusion,  by  perfusion, 
or  direct  injection  into  the  lymphatic  system. 

Arterial  Infusion 

An  arterial  infusion  is  the  administration 
of  the  drug  through  the  artery  which  directly 
supplies  the  tumor,  therefore  avoiding  the 
concentration  dilution  of  the  total  intravascu- 
lar volume.  As  an  example,  in  a tumor  of 
the  head  and  neck  supplied  by  the  external 
carotid  artery,  one  can  readily  contrast  the 
blood  volume  in  the  external  carotid  artery 
to  that  of  the  total  intravascular  space  of  the 
body.  The  artery  would  be  cannulized  and 
the  drug  given  directly  into  the  vessel  which 
supplies  the  tumor.  One  would  readily  realize 
the  difference  in  concentration  of  an  injected 
drug  in  the  vessel,  although  the  concentration 
has  been  increased  enormously,  the  amount 
of  the  drug  given  into  the  vessel  itself  may 
be  decreased,  since  there  is  less  dilution.  Also, 
when  the  drug  enters  the  total  body  circula- 
tion, the  hemopoietic  and  digestive  system 
toxicity  is  not  nearly  so  great,  since  there 
is  less  drug  in  the  total  circulation. 
When  one  considers  the  dilution  factor 
is  only  the  amount  of  blood  in  the  artery  and 
the  drug  is  in  contact  with  the  tumor  at  high 
concentration  over  a prolonged  period  of  time, 
one  can  understand  the  reason  for  the  effec- 
tiveness of  this  method  of  treatment.  The 
arterial  infusion  m.ay  be  intermittent  or  con- 
tinuous. The  drug  at  the  concentration  must 
be  of  low  toxicity  to  the  body  when  it 
reaches  the  general  circulation  after  leaving 
the  tumor,  or  its  toxicity  may  be  neutralized 
by  the  administration  of  a metabolite.  If  5- 
fluorouracil  is  used  the  dilution  factor  and 
total  dose  limits  its  toxicity.  The  antimeta- 
bolite Methotrexate  is  being  used  with  the 
metabolite  citravorum  factor  given  intra- 
muscularly to  neutralize  the  toxicity. 

Perfusion 

Contrasting  the  above  method  of  adminis- 
tration is  the  perfusion  technique.  In  this 
method,  which  is  used  over  a short  period  of 
time,  again,  the  drug  is  injected  into  the 
artery  which  is  supplying  the  tumor  but  now 
the  drug  is  short-circuited  from  the  circula- 
tion by  being  drawn  off  the  tributary  vein. 
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The  reason  for  this  is  that  when  these  drugs 
enter  the  circulation  they  are  very  toxic; 
therefore  they  must  be  isolated  from  the  gen- 
eral circulation  and  hence  the  separate  cir- 
culation of  the  oxygenated  blood  containing 
the  agent.  The  chemotherapeutic  agents  used 
are  generally  alkylating  agents,  because  of 
the  short  duration  of  exposure  to  the  tumor 
requires  rapidity  of  action.  It  is  known  that 
when  the  area  to  be  treated  is  warmed  that 
the  drug  acts  more  effectively  in  that  area 
and  that  when  the  rest  of  the  body  is  cooled, 
if  there  is  an  escape  of  the  drug  into  the  gen- 
eral circulation,  the  drug  exerts  less  of  an 
effect  than  in  the  normothermic  patient. 
Therefore,  the  patient  is  made  hypothermic 
and  the  region  warmed  through  the  increase 
in  temperature  of  the  blood  used  in  the  per- 
fusion. Thus  the  agents  react  more  readily 
in  the  warmed  area  and  less  readily  in  the 
rest  of  the  body. 

The  point  in  the  use  of  antimetabolites  in 
the  perfusions  is  that  they  are  slower  acting 
and  exert  a less  direct  effect  in  that  they 
enter  into  the  life  processes  of  the  cells.  The 
alkylating  agents  having  more  direct  action 
are  more  effective  in  perfusion.  However,  be- 
cause of  the  toxicity  of  some  of  the  alkylating 
agents,  the  ones  with  the  more  direct  effect, 
most  groups  use  antimetabolites  in  infusion 
techniques.  (Figure  3) 

Installation  Into  Body  Cavities 

Chemotherapeutic  agents  may  be  injected 
directly  into  body  cavities  . When  one  of  the 
body  cavities  (example  peritoneum)  has  an 
effusion  (ascities)  and  when  the  drug  is  in- 
stilled, the  cells  which  have  abnormal  chromo- 
somal arrangements  disappear,  as  well  as  the 
effusion,  if  the  drug  is  effective. 

Lymphatic  Administration 

The  lymphatic  administration  of  the  chemo- 
therapeutic substances  has  been  attempted 
and  the  investigators  felt  that  the  metastatic 
carcinomas  appeared  unimproved  by  this 
method  of  treatment  . The  only  patient  to 
respond  of  the  nine  treated  could  not  fully 
be  evaluated  because  he  received  concomitant 
systemic  therapy? 


FIGURE  3 
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DIAGRAM  OF  PERFUSION 


Topical 

Considering  the  agents  used  topically,  a 
spectrum  of  tumors  experimentally  implanted 
into  surgical  wounds  show  what  might  be  an- 
ticipated by  treatment  with  the  chemothera- 
peutic drugs.  Antimetabolites  and  antibiotics 
are  relatively  ineffective.  Those  alkylating 
agents  which  require  a breakdown  of  the 
phosphormide  linkage  were  similarly  of  little 
value.  Alkylating  agents  which  have  a more 
immediate  and  direct  effect  were  highly  tumor- 
cidal. 

There  are  adjuncts  adding  to  the  above 
methods  which  potentiate  the  effect  of  the 
cancer  chemotherapy.  As  noted  above,  under 
perfusion,  heating  of  the  region  perfused  and 
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cooling  of  the  rest  of  the  body  helps  localize 
the  drug  to  the  area.  Other  work  is  being 
done  in  this  regard.  Histamine  and  serotonin 
have  been  shown  to  increase  cell  membrane 
pfermiability  and  when  used  with  nitrogen 
mustard  increases  the  effectiveness  of  the 
agent.**  Tissue  cultures  are  being  used  to 
study  the  in  vitro  sensitivity  of  the  agent.^-'”'” 

Has  work  been  done  in  the  comparison  of 
the  effectiveness  of  the  above  modes  of  treat- 
ment? Experimentally*-  in  rats  using  four- 
day  old  Walker  256  tumor  treated  with  TSPA, 
it  was  noted  that  the  survival  time  was  signifi- 
cantly prolonged  in  treated  animals.  That 
the  survival  time  was  best  in  those  treated 
by  continuous  infusion,  next  perfusion,  then 
intermittent  infusion,  and  least  in  systemic 
cancer  chemotherapy  was  proved.  Perfusion 
followed  by  infusion  was  no  better  than  per- 
fusion alone.  The  treatment  of  some  tumors 
of  head  and  neck  by  antimetabolites  bears  out 
this  experimental  evidence  in  humans.’^’*'* 
These  findings  do  not  dictate  the  therapeutic 
treatment  of  choice  in  all  cases.  Phenylala- 
nine mustard  by  perfusion  in  cases  of  malig- 
nant melanoma  has  been  found  to  be  the 
best  mode  of  treatment  along  these  regional 
lines. ^ The  use  of  5-fluorourasil  for  colon  and 
rectum  lesions  by  intravenous  infusion  for 
metastatic  disease  has  also  been  found  to  be 
most  effective.*^  Methotrexate  by  mouth  for 
chorionepithelioma.*^’*''  The  systemic  use  of 
actinomycin  D in  Wilms  tumor,  embyromal 
rhabdomyosarcoma,  and  Ewing’s  sarcoma  is 
known.*®  The  effectiveness  of  the  dual  antago- 
nist AB132  in  the  treament  of  bronchogenic 
carcinoma  has  been  studied.*** 

Place  Of  Chemotherapy  In  The  Treatment 
Of  Cancer 

Major  areas  of  cancer  chemotherapy  are: 

1.  Palliation 

2.  Adjuvant  therapy 

3.  “Cure” 

Adjuvant  Chemotherapy 

Adjuvant  chemotherapy  will  be  discussed 
first  because,  although  adjuvant  chemother- 
apy’s usage  at  this  time  is  not  as  significant 
as  palliative  therapy,  it  is  the  first  point  in 


the  course  of  the  disease  at  which  the  surgeon 
may  use  chemotherapy  He  uses  this  chemo- 
therapy in  augmenting  the  treatment  of  his 
surgical  procedure.  When  a primary  resec- 
tion is  carried  out  for  cure,  chemotherapy  is 
begun  right  away  to  prevent  those  cells  which 
might  be  extravisated  from  the  tumor  into 
the  circulation  from  surviving  and  progres- 
sing.^** There  are  a number  of  studies  being 
carried  out  at  the  present  time  by  cooperative 
groups  in  all  phases  of  this  problem.  So  far 
breast  lesions  have  shown  the  best  response. 

Palliation 

The  major  use  of  chemotherapeutic  drugs 
today  is  palliation  . This  increases  the  sur- 
vival time  and  makes  the  patient’s  remaining 
days  more  comfortable.  In  some  cases  the 
patient  can  even  be  restored,  although  tem- 
porarily, to  a functional  capacity  in  life.  These 
are  the  aims  of  palliation.  Sometimes, 
however,  because  of  toxicity  and  tumor 
necrosis  in  superficial  areas,  these  aims  can- 
not be  fulfilled.  One  has  to  accept  the  re- 
sponsibility of  these  difficulties  when  one 
undertakes  cancer  chemotherapy.  The  pa- 
tient has  to  be  supported  along  general  lines 
and  this  requires  at  least  as  good,  if  not 
better,  care  than  the  patients  who  undergo 
primary  surgery. 

“Cure” 

Lastly,  we  shall  mention  the  “curative” 
use  of  chemotherapeutic  agents  in  the  treat- 
ment of  cancer  .We  are  familiar  with  the 
role  of  Methotrexate  in  the  treatment  of 
chorionepitheliomas  in  females.  This  is  one 
of  the  major  breakthroughs  in  the  use  of 
cancer  chemotherapeutic  agents  as  far  as  at- 
tempts at  cure.  To  date  there  are  a number 
of  patients,  at  least  in  the  remission  state  of 
the  disease,  if  not  cured.  By  reducing  the 
the  size  of  other  tumors,  other  agents  have 
made  inoperable  tumors  operable.*® 

Next,  we  then  come  to  the  combining  of 
the  methods  for  the  treatment  of  solid  tumors 
for  cure.  While  we  are  discussing  the  com- 
bined methods  of  therapy  in  regard  to  cancer 
chemotherapy,  it  should  be  noted  that  use  of 
cancer  chemotherapy  with  radiation  has  been 
increasing.^  In  some  cases  irradiation  or  chemo- 
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therapy  alone  is  of  no  avail,  but  when  com- 
bined synergistically  there  is  a response. 

All  these  methods  may  merely  change  the 
relationship  of  the  tumor  host  resistance  and 
allow  the  host  to  overcome  the  parasitic  tumor. 
The  work  done  on  a fraction  of  human  serum 
MFlO  is  of  interest.^i  This  factor  is  decreased 
in  patients  with  cancer  either  treated  or  un- 
treated. The  level  in  healthy  volunteers  is 
higher. 

Finally,  one  should  remember  that  as  with 
any  field  in  medicine,  judgment  is  the  prime 


factor  in  the  use  of  the  agent.  The  zone  be- 
tween  the  agent’s  ability  to  cause  regression  ^ 
of  the  tumor  and  overwhelming  toxicity  is  ^ 
often  narrow.  Therefore  the  usefulness  of 
the  agent  may  depend  upon  the  acuteness  of 
the  chemotherapist.  Hemopoetic  system  de-  ; 
pression  and  digestive  system  irritation  are 
amongst  the  most  common  early  evidence  of  i 
toxicity.  Each  drug  may  have  characteristics  ' 
of  its  own,  for  example,  as  to  time  the  de- 
pression takes  place.  Familiarity  with  each 
agent  used  is  a necessity. 

References  will  be  supplied  by  the  Journal  on  request. 


WHAT  THE  AMERICAN  PUBLIC  WANTS  IN  HEALTH  CARE* 

This  recurring  question  represents  a conflict  between  what  people  profess  to 
believe  and  what  they  actually  practice.  It  contains  interesting  paradoxes — inconsis- 
tencies in  attitude  that  show  the  “public’s  wants”  are  not  always  the  same  as  its 
greatest  needs.  The  following  wants  in  the  field  of  medical  facilities  are  considered 
major  ones: 

Long:  Term  Facilities 

Of  major  concern  is  the  need  to  better  integrate  long-term  care  facilities  wjth 
short-term  hospital  facilities  at  the  community  level.  Because  we  frequently  lack 
the  most  elementary  means  of  providing  continuity  of  care  between  the  various  types 
of  institutions  and  programs;  because  the  growth  of  nursing  homes  has  not  kept  up 
with  the  demands:  because  all  aged,  disabled,  and  chronically  ill  patients  need  hospital 
or  nursing  home  care,  it  is  important  to  develop  more  out-of-hospital  community 
health  services. 

Replacement  Of  Obsolete  Facilities 

The  public  is  now  recognizing  the  need  to  replace  or  modernize  our  older  hospitals 
— a need  brought  about  by  medical  advances,  improved  social  and  economic  conditions, 
and  differences  in  the  character  of  the  population  served. 

Spiraling:  Hospital  Costs 

This  is  one  of  the  major  issues.  The  general  hospital  of  the  future  should  be  as 
interested  in  providing  out-patient  care  as  it  is  currently  interested  in  providing  in- 
patient care. 

Mental  Health 

The  public  is  seeking  more  adequate  facilities  for  the  mentally  ill  with  emphasis 
on  the  need  for  a wide  spectrum  of  community-based  mental  health  facilities  such  as 
psychiatric  units  in  general  hospitals,  out-patient  clinics,  community  mental  health 
clinics,  day  hospitals,  half-way  houses,  and  rehabilitation  workshops. 

General  Hospitals 

The  public  wants  additional  general  hospital  facilities. 

Hospital  Research 

The  public  wants  an  intensification  of  hospital  research  aimed  at  the  following 
improvements:  operating  efficiency;  functional  design  of  the  hospital  structure;  co- 
ordination of  community  health  facilities;  efficiency  of  patient-care  organizations  so 
that  levels  of  nursing  skill  and  care  can  be  related  more  realistically  to  the  specific 
needs  of  the  individual  patient. 

This  study  showed  evidence  that  patients  are  influenced  by  their  physicians’ 
opinions.  The  chances  are  excellent  that  if  the  patient’s  doctor  favors  progressive 
patient  care,  so  will  the  patient.  Patients  do  not  choose  their  physicians  because  they 
happen  to  have  staff  privileges  in  a specific  hospital;  patients  go  to  the  hospitals 
chosen  for  them  by  their  physicians. 

*Notes  from  a presentation  given  by  Jack  C,  Haldeman,  M.D.,  Assistant  Surgeon  General.  Chief  of  the 
Division  of  Hospital  and  Medical  Facilities,  Public  Health  Service.  Reprinted  by  the  U.  S.  Dept,  of  HEW. 


•**1 

;t| 


j 


64 


March,  1963 


BACTEROIDES  INFECTION 
With  Case  History 


* An  infection  once  regarded  as  benign  may 
result  in  a fatality  if  not  recognized  early  and 


treated  intensively. 


Among  bacteria  a heterogenous  group  of 
; organisms  which  are  Gram  negative,  non- 
I spore-forming,  pleomorphic  and  anaerobic, 
were  classified  as  Bacteroides  by  Castellani 
and  Chambers  in  1919.  They  were  found 
to  be  normal  inhabitants  of  the  body,  especially 
in  the  mouth,  gastrointestinal  and  female 
genital  tracts.  They  grow  abundantly  in  the 
lower  intestine  and  in  the  colon  and  may 
j outnumber  E.  Coli  by  2 or  3 to  1. 

Many  species  were  identified  but  the  recog- 
nition of  their  pleomorphic  tendencies  gradu- 
ally for  practical  purposes  reduced  the  number 
to  2,  B.  Funduliformis  and  B.  Fragilis,  with 
the  former  the  most  pleomorphic  and  most 
virulent  and  the  latter,  a smaller,  more  regu- 
lar bacillus  held  by  some  to  be  simply  another 
form  of  B.  Funduliformis.  Actually,  the  new 
7th  Edition  of  Bergey’s  Manual  of  Determina- 
tive Bacteriology  identifies  30  different  species 
of  Bacteroides.  Clinically,  however,  the  identi- 
fication of  a Bacteroides  type  has  been  deemed 
sufficient  with  virulent  infections  being  at- 
tributed to  B.  Funduliformis.  The  virulent 
nature  of  B.  Funduliformis  was  not  recognized 
at  first.  It  is  easily  overgrown  by  aerobic  or 
less  demanding  anaerobic  organisms,  it  is 
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commonly  present  in  mixed  infections,  espec- 
ially in  association  with  a Gram  positive 
anaerobic  Streptococcus,  event  when  recog- 
nized it  is  thought  to  be  a benign  saprophyte, 
and  failure  to  observe  strict  anaerobic  culture 
techniques  frequently  fail  to  reveal  its  pres- 
ence even  in  severe  septicemia. 

Improved  culture  techniques  resulted  in 
identification  of  Bacteroides  in  many  putrid 
gangrenous  infections,  especially  tonsillitis, 
otitis  media,  urinary  tract  infections,  endome- 
tritis, appendicitis,  and  post-operative  infec- 
tions followng  operations  on  bowel  or  female 
genital  tract.  Septicemia  developed  in  some 
of  these  cases  and  multiple  abscesses,  often  in 
the  liver,  could  appear.  Rather  than  being 
a benign  saprophyte,  it  was  in  reality  a most 
virulent  organism  which,  prior  to  the  advent 
of  chemotherapy,  was  highly  fatal  once  estab- 
lished. Many  reported  this  organism  was 
prone  to  appear  where  some  vascular  disorder 
existed. 

Treatment  was  supportive  and  blood  trans- 
fusions and  the  maintenance  of  adequate 
hydration  by  use  of  intravenous  fluids  was 
recognized  by  all  as  playing  an  important  part 
in  a successful  outcome.  Establishing  surgical 
drainage,  the  vigorous  aeration  of  local  lesions 
and  administration  of  Potassium  Iodide  are 
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frequently  mentioned  with  an  occasional  refer- 
ence to  the  ligation  of  thrombosed  veins  about 
an  involved  area. 

The  advent  of  sulfa  drugs  produced  an  im- 
mediate improvement  in  the  treatment  of 
these  cases  with  sulfapyridine  the  drug  of 
choice.  Early  antibiotics  presented  a changing 
picture  with  the  organisms  varying  from  great 
sensitivity  to  marked  resistance.  A similar 
tendency  persisted  with  the  broad  band  anti- 
biotics although  they  were  more  likely  to  find 
the  organism  sensitive.  Despite  this,  Bac- 
teroides  is  highly  variable  insofar  as  antibiotic 
sensitivity  is  concerned,  and  sensitivity  studies 
are  essential.  They  should  be  repeated  as 
long  as  positive  cultures  can  be  obtained  and 
therapy  adjusted  accordingly.  On  culture 
the  organism  may  be  only  slightly  sensitive 
or  resistant  to  Streptomycin.  Despite  this 
cultural  characteristic  many  clinical  observers 
feel  that  Streptomycin  has  added  benefit 
when  used  with  other  antibiotics  and  routinely 
use  Streptomycin  regardless  of  the  sensitivity 
studies. 

Numerous  reports  comment  on  the  treacher- 
ous nature  of  these  infections.  They  are 
chronic,  they  tend  to  develop  septicemia  and 
produce  metastatic  abscesses.  Complications 
may  appear  very  late.  The  dose  of  antibiotics 
used  to  treat  Bacteroides  infections  should  be 
twice  or  more  that  used  for  ordinary  infec- 
tions, and  treatment  should  be  maintained  for 
several  weeks  with  gradual  reduction  of  dosage. 
Recurrence  may  appear  months  following 
cessation  of  therapy. 

Case  History 

A 42  year  old  while  veteran  of  World  War 
II  with  a longstanding  right  hemiplegia  and 
aphasia  resulting  from  cardiovascular  accident 
was  on  Dilantin  as  an  anticonvulsive  medica- 
tion. Although  mute  and  unable  to  write  with 
his  right  hand,  he  was  mentally  alert  and  a 
certain  amount  of  information  could  be  ob- 
tained by  asking  questions  to  which  a yes  or  no 
answer  could  be  given,  or  by  submitting  a list 
of  possibilities  searching  for  a positive  reply. 
This  supplied  the  crude  facts  but  never  al- 
lowed us  to  get  the  precise  details  of  his  com- 
plaints. 


He  was  admitted  to  hospital  on  August  18, 
1961,  with  a diagnosis  of  acute  occlusion  of  the 
left  femoral  artery.  Despite  vigorous  surgical 
efforts  satisfactory  circulation  to  the  leg  could 
not  be  restored  and  on  August  29,  1961  a left 
below-knee  amputation  was  performed  under 
spinal  anesthesia.  The  wound  failed  to  heal, 
gangrene  appeared  in  the  below-knee  stump 
and  on  September  11,  1961,  a mid-thigh  am- 
putation was  performed  which  healed  satis- 
factorily. It  must  be  borne  in  mind  that  the 
patient  already  had  a right  hemiplegia  and 
now  lost  his  functioning  left  leg  as  a result 
of  vascular  occlusion  which  resulted  in  severe 
invalidism.  In  October  an  intensive  training 
program  aiming  at  rehabilitation  was  started. 

On  the  morning  of  January  6,  1962,  while 
home  on  leave,  he  developed  epigastric  pain 
followed  by  vomiting.  In  the  afternoon  the 
pain  shifted  to  the  right  lower  quadrant  with 
increasing  tenderness  in  that  area.  He  had 
a chill  and  returned  to  the  hospital  by  ambu- 
lance in  the  evening.  He  appeared  acutely  ill. 
Temperature  101.  Pulse  120.  WBC  7,800. 
He  had  acute  tenderness  in  the  right  lower 
quadrant.  Acute  appendicitis  semed  possible 
but  his  history  of  cerebral  vascular  accident, 
coronaray  thrombosis  and  left  femoral  occlus- 
ion also  made  us  suspicious  of  a vascular  ac- 
cident involving  the  mesenteric  vessels.  He 
was  given  1,000,000  units  of  aqueous  penicil- 
lin with  1 gm.  of  Streptomycin  and  operated 
soon  afterwards.  An  acute  appendix  was  re- 
moved which  was  reported  as  showing  acute 
suppurative  appendicitis.  The  wound  was 
closed  without  drainage.  He  was  given  Strep- 
tomycin 1 gm.  b.i.d.  and  aqueous  penicillin 
1,000,000  U.  q4h,  postoperatively.  His  blood 
pressure  was  low  postoperatively  and  he  was 
given  Vasoxyl  during  the  first  48  hours.  This 
was  attributed  to  his  generally  poor  condition 
although  the  possibility  of  a second  coronary 
was  appreciated.  His  blood  pressure  was 
normal  on  the  third  day. 

On  the  fourth  postoperative  day  he  had  a 
shaking  chill  with  elevation  of  temperature  to 
102.4°.  A blood  culture  was  taken.  Strepto- 
mycin and  penicillin  were  continued  at  the 
same  dosage  and  Chloromycetin  250  mg.  q4h 
was  added.  On  January  11  he  complained  of 
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pain  in  his  paralyzed  right  arm  and  elbow. 
Intermittently  this  was  a persistent  complaint 
and  hot  soaks  were  ordered  on  many  occasions. 
The  arm  was  examined  by  many  but  no  path- 
ology could  be  detected. 

He  improved.  On  January  15,  1962,  the 
ninth  postoperative  day.  Streptomycin  was 
omitted.  He  complained  of  pain  in  the  right 
groin  so  hot  soaks  were  ordered  and  Dicumarol 
therapy  was  initiated.  He  remained  somewhat 
stuporous  complaining  of  pain  in  the  right 
lower  quadrant  so  on  January  18,  1962,  the 
remaining  sutures  were  removed  and  the  skin 
wound  was  opened  widely  and  drained.  A 
little  fluid  was  present  which  subsequently 
grew  a Pseudomonas  and  Bacteroides.  The 
drain  was  removed  after  a few  days  and  the 
wound  closed  uneventfully.  On  January  20 
Staphcyllin  900  mg.  IM  q6h  was  added. 

January  25,  1962,  the  blood  culture  taken 
January  10th  was  reported  positive  for  Bac- 
teroides. Tetracycline  and  Erythromycin 
were  added  to  Chloromycetin.  Staphcyllin, 
Streptomycin  and  penicillin  were  omitted, 
j After  a few  days  Chloromycetin  was  omitted. 

On  January  30,  1962  the  appendectomy 
I incision  appeared  a little  full  so  the  wound 
was  opened  widely  down  to  the  peritoneum. 

' One  small  abscess  was  encountered  which  was 
cultured  and  subsequently  grew  Bacteroides 
and  E.  Coli.  The  bowel  could  be  seen  moving 
freely  beneath  the  peritoneum  but  because  a 
small  collection  had  been  encountered  no 
thought  was  given  to  opening  the  peritoneum 
to  search  for  an  abscess  although  this  had 
been  contemplated  preoperatively. 

From  his  chill  on  the  4th  postoperative  day, 
the  patient  ran  a septic  course  for  6 weeks 
with  profuse  sweating,  delirium,  confusion, 
convulsions,  and  numerous  complaints  which 
were  all  difficult  to  evaluate.  He  was  seen  by 
all  clinicians  on  the  house  staff  and  their  con- 
sultants. Repeated  x-ray  examinations  were 
carried  out  without  positive  result  in  an  effort 
[ to  diagnose  a subdiaphragmatic  or  liver  ab- 
scess, or  to  localize  an  intra-abdominal  col- 
I lection. 

I After  four  weeks  the  blood  culture  became 
negative,  after  six  weeks  the  fever  left,  and 


following  a few  days  of  confusion  he  became 
his  former  self  as  far  as  we  could  tell. 

On  February  26,  1962,  Erythromycin  was 
omitted  and  on  March  2,  Tetracycline  was 
omitted  and  he  was  off  all  antibiotics.  We 
felt  we  bad  achieved  a therapeutic  triumph. 

On  March  20,  1962,  10  weeks  after  his  ap- 
pendectomy, training  with  his  prosthesis  was 
resumed.  Three  days  later  he  had  a severe 
shaking  chill  and  treatment  was  resumed  with 
Tetracycline  which  controlled  his  fever.  Fol- 
lowing this,  he  had  even  more  numerous  com- 
plaints, especially  of  pain  in  his  left  mid- 
thigh stump,  right  arm  and  elbow.  This  com- 
plaint of  pain  in  the  right  arm  and  elbow 
started  early  following  appendectomy  and  as 
remarked  earlier  he  had  received  frequent  hot 
soaks  and  the  arm  had  been  examined  many 
times  by  many  people  without  any  definite 
pathology  being  noted.  However,  early  in 
May,  four  months  after  the  onset  of  his  illness, 
a fluctuant  area  was  identified  above  the  right 
elbow.  He  developed  severe  chills  with  rectal 
temperature  over  106°.  Drainage  was  done 
on  May  4,  1962.  Bacteroides  was  grown  from 
the  exudate.  Erythromycin  was  resumed. 

A tabulation  of  blood  cultures  and  white 
counts  follows: 


BLOOD  CULTURES 


Date 

WBC 

Organism 

Sensitivity 

1-10-62 

Bacteroides 

Chloromycetin 

1-16-62 

21,500 

Bacteroides 

Erythromycin 

Tetracycline 

Chloromycetin 

1-21-62 

21,800 

No  growth 

Erythromycin 

Tetracycline 

1-25-62 

23,400 

Bacteroides 

Chloromycetin 

2-  1-62 

22,500 

No  growth 

Erythromycin 

Tetracycline 

Vancomycin 

2-  7-62 

20,100 

No  growth 

2-13-62 

11,200 

No  growth 

2-16-62 

10,100 

No  growth 

2-19-62 

12,100 

No  growth 

3-23-62 

7,600 

Bacteroides 

Chloromycetin 

5-  2-62 

16,500 

Bacteroides 

Erythromycin 

Tetracycline 

Chloromycetin 

5-  4-62 

No  growth 

Tetracycline 

March,  1963 


67 


Delaware  Medical  Journal 


/ 

septicemia  before  appendectomy  was  per- 
formed. The  infection  was  controlled  for  a 
short  period  but  was  still  active  four  months  ' 
after  onset  despite  the  use  of  effective  anti- 
biotics in  large  doses.  He  died  of  another  • 
vascular  complication.  . 

This  history  supports  the  points  made  in 
the  literature  that  Bacteroides  infection  (1) 
is  prone  to  develop  in  individuals  with  vascular 
diseases;  (2)  especially  with  infections  or  op- 
erations about  the  gastrointestinal  tract;  (3) 
the  disease  becomes  chronic;  (4)  metastatic 
abscesses  form  and;  (5)  it  resists  cure. 

Resistance  to  wide  spectrum  antibiotics  did 
not  appear  during  the  course  of  treatment. 
Time  was  lost  at  first  treating  with  penicillin 
to  which  it  was  not  sensitive. 

Early  recognition  with  intensive  therapy 
may  cure  and  we  might  have  finally  cured 
this  patient  if  he  had  not  expired  from  an- 
other vascular  disease.  ' 


BURMA  OPENING 

LETTER  TO  THE  EDITOR: 

An  excellent  opportunity  exists  for  a general  practitioner  with  an  interest 
in  surgery,  to  work  with  the  famed  Burma  surgeon,  Dr.  Gordon  S.  Seagrave, 
at  his  250-bed  hospital,  in  Namkham,  Burma — minimum  appointment,  two  years. 

Requirements  are:  American  citizen — not  over  40;  single  or  married,  (if  his 
wife  is  a registered  nurse  or  school  teacher  there  would  be  a place  for  her  on 
the  staff  also);  graduate  of  an  “A”  medical  school.  This  appointment  offers  a 
modest  salary  per  annum;  travel  expenses  and  Western  style  housing  will  be 
provided.  The  candidate  must  be  prepared  to  leave  for  Burma  not  later  than  the 
Spring  of  1963. 

Interested  physicians  should  write:  American  Medical  Center  for  Burma, 
Inc.,  6 Penn  Center  Plaza,  Philadelphia  3,  stating  qualifications. 

Sincerely  yours, 

JOHN  F.  RICH,  Executive  Vice-Chairman 


Subsequently  he  ran  a stormy  septic  course 
with  a blood  culture  positive  for  Bacteroides. 
An  effort  was  made  to  find  a collection  in  the 
stump  of  the  left  leg  without  success.  Addi- 
tional x-rays  of  diaphragm  and  abdomen 
failed  to  localize  any  intra-abdominal  collec- 
tion. He  would  improve  temporarily  only  to 
have  a recurrence  of  his  septic  symptoms  and 
signs.  On  May  14,  1962,  over  four  months 
after  onset  he  became  very  lethargic  and  ex- 
pired. BUN  was  normal. 

At  autopsy  no  abscesses  were  found  other 
than  the  drained  area  in  the  right  arm.  He 
had  a recent  rupture  of  an  aortic  aneurysm 
with  a collection  of  over  1,000  cc.  of  blood  in 
the  retroperitoneal  space.  The  question  was 
raised  as  to  whether  or  not  the  infection  had 
in  any  way  contributed  to  the  rupture  of  the 
aneurysm  but  no  connection  could  be  proven. 

It  was  our  feeling  that  this  patient  with  a 
long  history  of  vascular  disease  developed  a 
Bacteroides  infection  of  the  appendix  with 
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* The  author  discusses  the  diagnosis  and  treat- 
ment of  gonococcal  arthritis.  A total  of  eight 
cases  were  so  diagnosed  over  a five  year  period 
and  these  cases  are  largely  summarized. 


William  J.  Vandervort,  M.D. 


Gonococcal  arthritis  has  become  a relatively 
rare  disease.  It  is  assumed  that  this  decrease 
in  incidence  is  secondary  to  early  and  effective 
antigonococcus  treatment. 

At  the  Arthritis  Clinic  of  the  Delaware 
Hospital,  we  have  recognized  one  case  of  this 
type  of  arthritis  in  ten  years.  This  report  is 
an  effort  to  evaluate  the  incidence  and  import- 
ance of  gonococcal  arthritis  in  the  State  of 
Delaware  for  the  five-year  period,  1955 
through  1959.  With  the  large  number  of  gono- 
coccus cases  available,  it  was  also  felt  worth- 
while to  review  the  criteria  of  this  type  of 
arthritis  in  order  to  avoid  its  omission  in  the 
differential  diagnosis  of  new  cases  of  arthritis. 

Gonococcal  arthritis  is  caused  by  the  Neis- 
seria gonorrhea.  This  gram  negative  organism 
was  first  identified  in  1875  by  Neisser.  In 
1893,  Rendu  first  cultured  this  organism  from 
a joint.  Cecil  felt  that,  of  all  patients  with 
gonorrhea,  three  per  cent  or  less  developed 
the  arthritis  one  to  four  weeks  after  the  initial 
infection.  Gonococcal  arthritis  usually  mani- 
fests itself  as  an  acute  polyarthritis  with 
fever,  chiUs,  and  malaise.  It  causes  a poly- 
morphonuclear leukocytosis,  elevation  of  the 
sedimentation  rate,  and  later  an  elevation  of 
the  gonococcal  complement  fixation  test.  The 
involved  joints  are  red,  swollen,  hot,  and  ex- 
quisitely tender.  The  arthritis  has  a tendency 
to  settle  in  a few  of  the  large  joints,  especially 
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the  knees.  Involvement  of  the  calcaneus  is 
said  to  be  characteristic.  Acute  tenosynovitis 
was  the  most  characteristic  finding,  and  pres- 
ent in  21  of  28  patients  recently  reported  by 
Montgomery. 

Examination  of  the  joint  fluids  reveals  many 
polymorphonuclear  leukocytoses.  A count 
over  40,000  per  cubic  milimeter  is  thought  to 
favor  the  development  of  ankylosis.  The 
gonococcus  is  never  in  great  abundance  in  the 
joint  fluid.  It  is  a common  mistake  to  feel 
that  a negative  culture  for  gonococcus  rules 
out  this  diagnosis.  Even  if  the  joint  fluid  is 
negative,  the  organisms  may  be  found  under 
the  synovial  membranes. 

The  final  outcome  in  gonococcal  arthritis 
is  either  an  acute  course  with  complete  re- 
mission if  early  adequate  treatment  is  given; 
otherwise,  a chronic  arthritis  results,  which 
leads  to  either  complete  recovery  or  ankylosis. 
In  a recent  case  report  of  28  cases  collected 
over  eight  years,  all  were  acute  cases  with 
complete  recovery. 

A history  of  recent  gonococcal  infection,  or 
a positive  urethral  prostatic  or  cervical  culture 
lends  strong  support  to  a diagnosis  of  gono- 
coccal arthritis.  A positive  culture  alone  does 
not  make  the  diagnosis,  however.  A patient 
with  another  type  of  arthritis  could  have  co- 
existing gonorrhea.  Bauer  believes  he  has 
seen  two  patients  with  combined  gonococcal 
arthritis  and  rheumatoid  arthritis.  Because 
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of  the  complexities  involved  in  the  differential 
diagnosis  of  gonococcal  arthritis,  I feel  these 
patients  deserve  a complete  hospital  work-up. 
I,  therefore,  have  not  accepted  as  gonococcal 
arthritis  occasional  out-patients  who  may  be 
treated  for  gonococcus  in  various  Clinics  and 
who  simultaneously,  or  later,  complain  of  joint 
symptoms. 

All  rheumatologists  accept  the  acute  form 
of  gonococcal  arthritis,  but  there  is  consider- 
able controversy  over  a chronic  form.  Bauer 
has  not  seen  a cronic  progressive  case  of  gono- 
coccal arthritis  that  could  resemble  rheumatoid 
arthritis  in  over  200  cases  of  gonococcal  ar- 
thritis. He  does  recognize  a post-gonococcal 
arthritis  rheumatoid  arthritis.  It  is  of  in- 
terest to  note  that,  of  254  cases  of  rheumatoid 
arthritis  followed  by  Bauer  for  over  ten  years, 
5.9  per  cent  have  a positive  gonococcus  com- 
plement fixation  test.  Ninety-eight  per  cent 
of  43  cases  of  gonococcal  arthritis  studied  by 
McEwen  had  a positive  gonococcus  comple- 
ment fixation  test. 

The  differential  diagnosis  most  commonly 
includes  the  Collagen  diseases,  other  types  of 
infectious  arthritis,  tuberculosis  arthritis,  rheu- 
matic fever,  gout,  and  Reiter’s  syndrome.  This 
differential  diagnosis  is  complex;  and  individ- 
ual cases,  even  with  exhaustive  study,  may  be 
finally  clarified  only  after  a long-term  follow- 
up. Gonococcal  arthritis  is  more  common  in 
women,  and  Reiter’s  syndrome  more  common 
in  men.  Genitourinary  symptoms  may  only  be 
elicited  in  50  per  cent  of  patients,  and  gono- 
coccal arthritis  may  come  out  at  pregnancy 
or  in  the  post-partum  period.  Perhaps  latent 
foci  are  responsible  for  bacteremia  and  result- 
ant arthritis  at  these  times.  One  of  the  most 
difficult  to  separate  is  Reiter’s  syndrome.  This 
triad  of  non-gonococcus  urethritis,  conjuncti- 
vitis, and  arthritis  may  closely  mimic  gono- 
coccal arthritis.  Since  the  cause  of  Reiter’s 
syndrome  is  unknown,  no  case  can  be  accepted 
that  does  not  have  all  three  features  present. 
Reiter’s  syndrome  has  been  noted  to  follow, 
not  only  genital  contact,  but  also  dysentery. 
Ford  feels  that,  since  the  advent  of  penicillin, 
most  cases  of  arthritis  that  follow  gonococcus 
are  reaUy  not  gonococcal  arthritis,  but  repre- 
sent Reiter’s  syndrome.  He  feels  that  the 


gonococcus  must  be  cultured  from  the  joint 
fluid  or  biopsy  synovial  tissue  in  order  to 
qualify  as  gonococcal  arthritis.  However,  in 
a recent  report,  gonococcus  was  isolated  in 
blood  or  synovial  fluid  in  only  seven  of  28 
cases.  Ford  feels  that  the  agent  causing  Rei- 
ter’s syndrome  is  probably  introduced  at  the 
same  time  that  the  gonorrhea  is  contracted, 
or  else  it  gains  admission  through  the  inflamed 
urethra.  Thus,  Ford  recognizes  “Reiter’s  syn- 
drome following  gonococcus  urethritis  and 
Reiter’s  syndrome  following  non-gonococcus 
urethritis.”  Most  rheumatologists  in  the 
United  States  only  diagnose  Reiter’s  syndrome 
when  the  urethral  culture  is  negative  for  gono- 
coccus. 

There  are  nine  general  hospitals  in  the  State 
of  Delaware: 

ISlew  Castle  County  Hospitals:  Delaware, 
Memorial,  Saint  Francis,  Wilmington  General, 
and  Veterans  Administration. 

Kent  and  Sussex  County  Hospitals:  Beebe, 
Kent  General,  Milford  Memorial,  and  Nanti- 
coke  General. 

The  record  rooms  of  the  five  hospitals  in 
New  Castle  County  were  visited  by  the  author, 
and  all  charts  with  the  diagnosis  of  gonococcal 
arthritis  were  reviewed  for  the  years  1955 
through  1959.  The  four  hospitals  in  the 
southern  two  counties  were  asked  to  list  the 
number  of  cases  diagnosed  gonococcal  arthritis 
over  the  five-year  period.  All  four  hospitals 
replied  to  the  questionaire.  There  were  no 
cases  of  gonococcal  arthritis  in  the  southern 
two  counties  for  the  years  1955  through  1959. 
There  were  eight  cases  with  that  diagnosis  in 
New  Castle  County.  The  following  is  a brief 
description  of  the  eight  cases: 

Case  History  No.  1 
Delaware  Hospital: 

Patient  admitted  12-26-56  through  1-11-57. 
Twenty-one-year-old,  single,  Negro  female. 
Admitting  Diagnosis: 

Possible  rheumatic  fever. 

Chief  Complaint  on  Admission: 

Joint  pain. 

Present  Illness: 

Pain  in  the  left  elbow  for  one  day  with  heat 
and  swelling.  Pain  and  swelling  of  the  left 
ankle  for  two  days  prior  to  admission.  Pain 
in  the  left  knee  for  one  day  prior  to  admission. 
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Fever  and  chills  had  been  noted  two  weeks 
ago,  with  night  sweats  for  the  past  six  months. 
Physical  Examination 

Hypertrophic  tonsils.  Grade  I,  apical  systolic 
murmur.  Left  elbow  was  flexed,  warm,  red, 
swollen,  and  tender.  Conjunctivitis  present. 
Laboratory  Examination: 

Hemoglobin  10.8  grams,  white  blood  count  11,900 
with  42%  polymorphonuclear  leukocytes  and  2% 
segmented  forms.  Four  subsequent  counts  went 
from  6,000  to  9,000.  Sedimentation  rate  30. 
Complement  fixation  for  gonococcus  1 + . VDRL 
negative.  ASLO  negative.  Lupus  erythema- 
tosus preparation  negative.  C reactive  protein 
4+  Urine,  stool,  and  six  blood  cultures  nega- 
tive. Two  bone  marrow  cultures  were  negative 
for  tuberculosis.  Throat  culture  revealed  alpha 
hemolytic  streptococcus.  Cervical  culture  posi- 
tive for  gonococcus.  Chest,  elbow,  ankle,  and 
knee  x-rays  normal.  Three  electrocardiograms 
revealed  non-specific  ST-T  changes.  Other 
diagnoses  considered  were  typhoid  and  infec- 
tious mononucleosis. 

Hospital  Course. 

A seven-day  temperature  spiking  to  101°; 
to  103.4°;  pulse  80;  respiration  20.  Unsatisfactory 
response  to  aspirin,  but  she  became  afebrile 
twelve  hours  after  penicillin  was  started. 

Final  Hospital  Diagnosis: 

Gonococcal  arthritis 
Author’s  Comment: 

Presumed  case  of  gonococcal  arthritis. 

Case  History  No.  2 
Delaware  Hospital: 

Patient  admitted  1-24-55  to  1-30-55.  Eighteen- 
year-old,  single,  Negro  female. 

Admitting  Diagnosis: 

Bursitis,  right  shoulder. 

Chief  Complaint: 

Pain  in  the  right  shoulder  for  three  days. 
Present  Illness: 

Two  days  prior  to  admission,  the  patient  re- 
ceived “two  needles  in  her  shoulder  and  one 
in  her  elbow.”  The  pain  spread  to  the  entire 
upper  arm,  and  she  was  admitted.  The  day 
prior  to  admission,  she  had  chills. 

Physical  Examination: 

Temperature  101°.  Pulse  104.  Blood  pressure 
120/76.  Large  tonsils.  No  heart  murmur.  The 
patient  was  menstruating.  She  was  unable 
to  move  her  right  arm. 

Laboratory  Examination: 

Hemoglobin  11.6  grams,  white  blood  count  10,800 
— 75%  polymorphonuclear  leukocytes.  VDRL 
negative.  Urinalysis  18  to  20  white  blood 
counts;  40  to  50  with  clumps.  Electrocytes 
within  normal  limits.  Cervical  culture  and 
smear  positive  for  gonococcus. 

Hospital  Course: 

She  had  a spiking  temperature  from  100°  for 


four  days.  She  was  treated  with  penicillin  and 
sulfa  and  became  afebrile  after  four  days  of 
treatment. 

Final  Hospital  Diagnosis: 

Gonococcal  arthritis. 

Author’s  Comment: 

Work-up  deficient  (joint  fluid  examination  not 
performed),  but  presumed  gonococcal  arthritis. 

Case  History  No.  3 

Delaware  Hospital: 

First  Hospital  Admission  12-1-59  to  12-23-59 

Fifteen-year-old,  single,  Negro  male.  This  pa- 
tient had  noted  dysurea  and  a bloody  urethral 
discharge  for  ten  days  prior  to  admission.  He 
subsequently  noted  pain  in  the  right  great  toe 
and  right  heel  four  days,  redness  of  the  eyes, 
pain  in  the  right  knee  for  three  days,  and  pain 
in  the  left  wrist  for  two  days  prior  to  admission. 
He  had  had  intercourse  three  weeks  prior  to 
admission. 

Physical  Examination: 

Temperature  99°.  Pulse  80.  Blood  pressure 
120/60.  The  conjunctivae  were  inflamed  and 
contained  exudate.  The  above-mentioned  joints 
were  swollen,  red,  and  hot.  A hemorrhagic 
purulent  urethral  discharge  was  present.  The 
prostate  was  normal.  One  opthalmologist  diag- 
nosed acute  conjunctivitis,  and  a second,  kerato- 
conjunctivitis. 

Laboratory  Examination: 

White  blood  count  6,450,  71%  segmented  forms. 
Hemoglobin  13  grams,  sedimentation  rate  26. 
VDRL  negative,  3 lupus  erythematosus  prepar- 
ations were  negative.  Rheumatoid  arthritis 
(latex  fixation)  test  negative.  C = reactive  pro- 
tein 2-\~.  ASLO  titre  125  Todd  units  (this  in- 
creased to  333  units  on  12-10-59,  and  to  833 
units  on  12-16-59).  Urinalysis  showed  4-\-  al- 
bumen with  red  and  white  cells  too  numerous 
to  count.  Blood  urea  13  mg.%,  sugar  94  mg.%, 
uric  acid  1.7  mg.%,  total  protein  6.2  grams  with 
2.3  grams  albumen  and  3.9  grams  globulin.  As- 
piration of  the  right  knee  joint  revealed  puru- 
lent fluid,  but  the  culture  was  negative.  Repeat 
aspiration  revealed  staphylococcus  aureus  coagu- 
lase  negative.  Gram  stain  of  the  urethral  dis- 
charge revealed  diplococci  resembling  gono- 
coccus. Urine  and  sputum  cultures  were  nega- 
tive. Culture  of  the  left  eye  revealed  the  same 
staphylococcus  aureus  coagurase  negative.  Ure- 
thral smear  was  negative  for  PNLO.  Blood 
culture  was  negative.  X-rays  of  the  chest, 
right  knee,  toe,  ankle,  left  fourth  Anger,  and  a 
repeat  of  both  knees  were  all  normal.  On 
12-14-59,  the  knee  aspiration  was  still  cloudy 
in  appearance. 

Treatment: 

Steroids  were  given  the  first  two  days  of  illness 
and  then  stopped.  Penicillin  was  started  on  the 
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second  day  of  the  illness;  and,  by  the  fifth  day, 
the  patient  was  afebrile.  However,  the  patient 
relapsed  on  12-9-59  with  a spike  in  his  tem- 
perature and  an  exacerbation  of  all  joint  symp- 
toms. Penicillin  and  aspirin  were  pushed  at 
this  point,  and  the  temperature  returned  to 
normal,  but  spiked  a third  time  when  the 
aspirin  was  stopped.  He  received  penicillin 
until  12-14-59.  His  only  medication  after  that 
date  was  aspirin.  He  was  discharged  over  the 
Christmas  holidays,  with  his  temperature  still 
spiking  on  occasion  to  102°.  His  urine  on  dis- 
charge showed  2+  albumen  and  loaded  with 
white  blood  counts. 

Second  Hospital  Admission  12-28-59  thru  1-9-60 

Physical  Examination: 

Blood  pressure  130/80.  Pulse  80.  Temperature 
97.6°.  A pustule  was  noted  on  the  soft  palate. 
Cervical  nodes  were  present.  A faint  Grade  I, 
systolic  murmur  was  heard  at  the  apex.  His 
liver  was  palpable  2 cm.  Tbe  right  knee  and 
both  ankles  were  swollen. 

Laboratory  Examination: 

Hemoglobin  10.3  grams,  white  blood  count  8,250; 
80%  segmented  forms.  Heterophile  1-7,  Sedi- 
mentation rate  31.  Rheumatoid  arthritis  (latex 
fixation)  test  negative.  Sheep  cell  aglutination 
1-2.  Two  lupus  erythematosus  preparations 
negative.  ASLO  titre  62.5  Todd  units.  Of  three 
urine  specimens,  one  was  normal;  one  showed 
1+  albumen;  and  one  showed  1+  albumen  with 
white  blood  counts  too  numerous  to  count. 
Electrocardiogram,  was  normal.  The  first  week, 
he  spiked  to  101°,  and  the  second  week,  99° 
to  100°. 

Third  Hospital  Admission  10-18-60  to  11-9-60 

Exacerbation  of  all  his  symptoms  with  conjunc- 
tivitis, dysurea,  and  pain  in  his  knees  for  two 
weeks.  In  between  the  second  and  third  hos- 
pitalizations, he  had  been  followed  in  the  Arth- 
ritis Clinic  of  the  Delaware  Hospital  with  good 
results  of  physiotherapy  and  aspirin  alone.  He 
had  sexual  relations  four  weeks  prior  to  this 
admission  with  the  same  girl  noted  prior  to  the 
first  admission. 

Physical  Examination: 

Blood  pressure  120/70.  Pulse  80.  Temperature 
99.2°.  Conjunctivitis,  right  eye.  No  heart  mur- 
mur was  heard  on  this  admission.  The  pros- 
tate was  boggy  and  on  massage,  purulent  ma- 
terial was  obtained. 

Laboratory  Examination: 

Hemoglobin  12.5  grams,  white  blood  count  8,000, 
sedimentation  rate  28,  rheumatoid  arthritis 
latex  fixation)  test  positive.  Sheep  cell  aglu- 
tination 1-4,  ASLO  titre  50.  Three  lupus  ery- 
thematosus preparations  negative.  The  urine 
disclosed  many  white  blood  cells.  Total 
protein  6.8  grams  with  2.8  grams  albumen  and 
4.0  grams  globulin.  Cultures  of  the  urethra, 
conjunctivae,  nasopharynx,  urine,  and  right 


knee  were  all  negative.  The  cell  count  on  the 
right  knee  was  300,000.  X-ray  of  the  knee  was 
normal.  The  opthalmalogist  diagnosed  uveitis. 

Treatment: 

Aspirin  and  penicillin  and,  of  his  eye  disease, 
Neo-cortef  ointment  to  the  right  eye  and  Pre- 
dnisone by  mouth,  20  mg.,  three  times  daily;  the 
aspirin  was  10  grains,  four  times  daily.  The 
first  week,  his  temperature  was  about  100°,  but 
tbe  next  two  weeks,  it  was  down  to  99°. 

Fourth  Hospital  Admission  12-1-60  thru  2-17-61 

Chief  Complaint: 

Pain  and  swelling  of  the  left,  fifth  finger.  He 
was  taken  off  steroids  one  week  prior  to  ad- 
mission; and  the  patient  noted  an  immediate 
involvement  of  the  finger  joint,  even  though 
aspirin  was  continued. 

Physical  Examination: 

Temperature  102°.  Pulse  104.  Blood  pressure 
148/72,  and  the  patient  was  crying  with  the 
pain.  The  right  eye  disclosed  synechia.  The 
left  side  of  the  jaw  was  swollen  and  would  only 
open  50  per  cent  of  the  expected  degree.  There 
was  no  murmur.  The  patient  was  tender  over 
the  mid  thoracic  spine.  Prostrate  was  normal. 
The  fourth  and  fifth  digits  of  the  left  hand  were 
swollen,  hot,  and  tender. 

Laboratory  Examination: 

Hemoglobin  13.4  grams,  white  blood  count 
10,900.  Plateletts  431,000,  Sickle  cell  prepara- 
tion negative.  Prothrombine  time  100%.  Sedi- 
mentation rate  26.  Rheumatoid  arthritis  (la- 
tex fixation)  test  positive.  VDRL  negative. 
Three  lupus  erythematosus  preparations  nega- 
tive. Sheep  cell  1-32.  Urinalysis  l-H  albumen. 
Blood  urea  was  17  mg.%  and  later  20  mg.%; 
uric  acid  4.9  mg.%;  Creatine  1.6  mg.%;  chloride 
89  mg.%;  sodium  134  mg.%;  potassium  4.2  mg. 
% Total  protein  7.8  grams  with  3.13  grams  al- 
bumen and  the  globulins  as  follows; 

Alpha  I;  .67,  Alpha  II:  1.39,  Beta;  1.10,  Gamma; 
1.51.  Cholesterol  183  mg.%.  Intravenous  pyelo- 
gram  normal.  X-ray  of  the  left  hand  normal. 
The  steroids  were  re-started  and  the  patient 
soon  improved  and  the  aspirin  was  continued. 
A renal  biopsy  was  performed  and  disclosed 
lipoid  nephrosis  with  no  glomerular  changes. 
(A  repeat  renal  biopsy,  1962,  was  normal.)  The 
culture  of  the  kidney  material  showed  a staphy- 
lococcus coagulase  negative.  Three  urine  cul- 
tures were  negative. 

Hospital  Course: 

Over  the  thirteen  weeks’  admission,  tempera- 
tures the  first  week  was  100°,  the  next  four 
weeks  up  to  99°,  and  thereafter  98°.  He  has 
since  been  followed  as  an  out-patient  with  hydro- 
therapy to  his  knees,  and  continues  on  Predni- 
sone and  aspirin. 

Final  Hospital  Diagnosis: 

(1)  Rheumatoid  arthritis  with  uveitis  with  syn- 
echia; (2)  lipoid  nephrosis. 
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Author’s  Comment: 

I consider  this  a case  of  gonococcal  arthritis. 

Case  History  No.  4 
Memorial  Hospital: 

Patient  admitted  6-4-59  through  6-19-59.  Forty- 
year-old  Negro  female. 

Ch  ief  Complain  t : 

Muscle  soreness,  shoulder  pain,  pain  left  elbow 
with  fever  for  two  weeks. 

Physical  Examination: 

Temperature  100°.  Tachycardia  120.  Grade  I, 
apical  systolic  murmur.  No  redness  or  swelling 
of  joints.  Blood  pressure  160/110.  Thick  va- 
ginal discharge. 

Laboratory  Examination: 

4.58  red  blood  count.  Hemoglobin  9.3  grams. 
White  blood  count  15,800.  Urinalysis  negative. 
Blood  urea  15  mg.%.  Total  protein  8.3  with 
albumen  2.9  and  globulin  5.4.  Sedimentation 
rate  60.  C reactive  protein  4+.  Antistrep- 
tolysin litre  625  Todd  units.  BSP  23%.  Rheu- 
matoid arthritis  (latex  fixation)  test  negative. 
Three  lupus  erythematosus  preparations  nega- 
tive. Serum  electrophoresis  revealed  decreased 
albumen  and  increase  in  Alpha  II  globulin. 
Electrocardiogram  showed  left  ventricular  hyper- 
trophy. VDRL  negative.  Gonococcal  culture 
negative.  Uric  acid  3.7. 

Hospital  Course: 

Throughout  her  hospitalization,  her  tempera- 
ture ranged  from  100°  to  103°.  She  was  treated 
with  penicillin,  and  the  last  five  hospital  days 
she  was  without  fever.  Her  chest  x-ray  re- 
mained normal.  Skin,  muscle,  and  liver  biopsy 
were  negative. 

When  follow  up  in  clinic  September,  1959,  she 
had  no  joint  complaints.  Blood  pressure  was 
220/120. 

Final  Hospital  Diagnosis: 

Gonococcal  arthritis. 

Author’s  Comment: 

Not  gonococcal  arthritis.  Presumed  Collagen 
disease.  Adequate  work-up  in  hospital. 

Case  History  No.  5 
Memorial  Hospital: 

Patient  admitted  8-18-57  to  9-3-57.  Nineteen- 
year-old,  Negro  female.  This  patient  was  ad- 
mitted with  leg  and  arm  pain  for  five  days 
prior  to  admission.  She  developed  fever,  chills, 
and  sore  throat  with  swelling  and  pain  in  her 
left  knee  and  ankle,  and  right  elbow  and  knee 
the  day  of  admission. 

Physical  Examination: 

Temperature  99.9°.  Blood  pressure  100/90. 
Normal  sinus  rhythm  88.  The  left  knee  and 
ankle,  the  right  elbow  were  hot,  tender,  and 
contained  fluid.  A thick,  white  vaginal  dis- 
charge was  present. 


Laboratory  Examination: 

White  blood  count  22,250  with  79%  segmented 
forms.  Sedimentation  rate  95.  VDRL  nega- 
tive. Antistreptolysin  litre  333  Todd  units.  C 
reactive  protein  1 + . Uric  acid  1.7.  Electro- 
cardiogram and  chest  x-ray,  normal.  On  routine 
culture  of  the  vaginal  discharge,  gonococcus  was 
isolated.  Aspiration  of  the  left  knee  revealed 
3,400  white  blood  counts  with  75%  lymphocytes. 
Joint  culture  on  two  occasions  was  negative. 
80  cc.’s  of  fluid  aspirated  from  this  knee  were 
yellow  in  color  and  slightly  cloudy.  X-ray  of 
the  knee  showed  only  soft  tissue  swelling.  X-ray 
of  the  left  ankle  was  normal.  PPDI  and  II  were 
negative. 

Hospital  Course: 

Treated  with  penicillin  and  immobilization  in 
plaster  splint  with  satisfactory  result. 

Final  Hospital  Diagnosis: 

Gonococcal  arthritis. 

Author’s  Comment: 

Gonococcal  arthritis. 

Case  History  No.  6 

Memorial  Hospital: 

Patient  admitted  4-7-56  to  4-17-56.  Twenty- 
six-year-old,  white  male. 

Chief  Complaiant: 

Admitted  with  a swollen,  hot,  and  painful  left 
ankle.  Two  weeks  prior  to  admission,  he  had 
pain  in  the  right  knee  and  right  elbow.  His 
history  reveals  two  previous  episodes  of  gono- 
coccus. 

Physical  Examination: 

Temperature  108°.  Blood  pressure  120/70.  Normal 
sinus  rhythm  92,  no  murmur.  Questionable 
erythema  marginatum  of  one-day  duration. 

Laboratory  Examination: 

White  blood  count  17,700  with  75%  segmented 
forms.  Hemoglobin  12  grams.  Uric  acid  3.4. 
Sugar  91.  Sedimentation  rate  84,  falling  to  66 
on  4-12-56.  C reactive  protein  1 + . ASLO 
negative.  Throat  culture  alpha  strep.  Urin- 
alysis normal.  Chest  and  ankle  x-ray  normal. 
Two  electrocardiograms  normal.  Culture  of 
joint  fluid  and  urethral  smear  negative.  Lupus 
erythematosus  preparation  negative. 

Hospital  Course: 

Marked  response  to  aspirin  and  penicillin.  (He 
was  under  treatment  with  aspirin  and  steroids 
by  a Wilmington  physician  when  admitted.) 

Final  Hospital  Diagnosis: 

Gonococcal  arthrits. 

Author’s  Comment: 

Possible  gonococcal  arthritis. 

Case  History  No.  7 

Memorial  Hospital: 

Patient  admitted  10-24-57  to  10-31-57;  thirty- 
one-year-old  Negro  female. 
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Chief  Complaint: 

Fever,  pain,  swelling  of  the  right  ankle  for  two 
days.  Heavy  vaginal  discharge  present.  Acute 
coryza  one  week  prior  to  admission. 

Physical  Examination: 

Patient  was  pale.  Lungs  were  clear.  Grade  I, 
apical  systolic  murmur  present.  Abdomen  not 
remarkable.  Pelvis  examination  revealed  a thick, 
yellowish  discharge.  Pulse  132.  Temperature 
101.6°. 

Laboratory  Examination: 

Hemoglobin  7.6  grams,  white  blood  count  5,850 
with  57%  segmented  forms.  Sedimentation 
rate  126,  125,  111,  115.  Sickle  cell  negative. 
Urinalysis  3-6  white  blood  counts.  Uric  acid 
3 mg.%.  VDRL  negative.  PPD  No.  2 negative. 
Blood  urea  16  mg.%.  Chest  and  ankle  x-rays 
negative.  Culture  of  the  urethra  and  right 
ankle  negative.  Pelvic  culture  positive  for  gono- 
coccus. 

Hospital  Course: 

Treated  with  penicillin  with  a good  response, 
and  discharged  as  gonococcal  arthritis.  In  the 
out-patient  department,  it  was  noted  that  the 
globulin  was  4.95  grams.  Alpha  II  and  gama- 
globulin  were  increased.  Albumen  was  de- 
creased. Two  lupus  erythematosus  preparations 
were  now  reported  positive.  On  3-16-59,  her 
white  count  was  2,000  to  4,000.  A renal  biopsy 
and  bone  marrow  both  revealed  lupus  erythe- 
matosus. Blood  urea  was  now  44,  and  the 
urine  4+  alubuminurea. 

Final  Hospital  Diagnosis: 

Lupus  erythematosus. 

Author’s  Comment: 

Gonococcal  infection  was  incidental  to  lupus 
erythematosus  in  this  case  and  not  the  primary 
pathologic  process. 

Case  History  No.  8 

Wilmington  General  Hospital: 

Patient  admitted  8-13-56  to  10-3-56;  Thirty-three- 
year-old,  white  male. 

Chief  Complaint: 

Right,  big  toe  was  painful  and  swollen  six  days 
prior  to  admission.  This  extended  to  the  left 
knee  two  days  later.  The  left  knee  became 
hot,  red,  and  swollen,  and  was  treated  by  LMD 
with  injections.  (A  grayish  urethral  discharge 
was  noted  5 days  prior  to  admission.  This  was 
treated  with  “two  shots  of  penicillin  and  sulfa.”) 
He  had  a history  of  gonococcus  while  in  the 
service.  The  diagnosis  entertained  on  admission 
was  rheumatic  fever,  rheumatoid  arthritis,  and 
Reiter’s  syndrome.  On  8-14-56,  75  cc.’s  of 
fluid  were  removed  from  the  left  knee.  On 
8-23-56  90  cc.’s  of  blood-tinged  fluid  was  re- 
moved from  the  left  knee.  On  9-13-56,  a syn- 
ovial biopsy  was  performed.  Repeated  knee 
aspirations  were  negative  for  both  bacteria 
and  fungi.  The  synovial  membrane  at  surgery 
was  red  and  thickened,  acutely  and  chronically 


inflamed,  with  ulceration  of  the  surface  noted. 
This  was  diagnosed  by  the  pathologist  as  non- 
speciflc  synovitis.  Two  x-rays  of  the  knees  and 
toes  and  a chest  x-ray  were  all  normal. 
Laboratory  Examination: 

ASLO  50  units.  Febral  agglutinins  negative. 
VDRL  negative.  Uric  acid  1.4  mg.%.  Sedimen- 
tation rate  30.  Urinalysis  revealed  3-5  white 
blood  cells.  Hemoglobin  11.5  grams,  white  blood 
count  7,950,  blood  urea  14,  sugar  91. 

Hospital  Course: 

The  patient  was  admitted  with  a temperature 
of  101°  which  persisted  for  six  days.  It  de- 
creased to  100°  by  8-20-56;  but,  from  then  until 
discharge  was  99.5°.  The  patient  was  treated 
with  Terramycin,  streptomycin,  Chloromycetin, 
pathomycin,  penicillin,  and  cinbisol. 

Final  Hospital  Diagnosis: 

Synovitis,  left  knee. 

Author’s  Comment: 

Possible  gonococcal  arthritis. 

Discussion 

The  author  recognizes  the  following  three 
criteria  to  be  present  before  the  diagnosis  of 
gonococcal  arthritis  can  be  confirmed: 

1.  History  of  recent  gonorrhea  with  either 
a positive  culture  (urethral,  prostatic 
cervical)  or  a positive  gonococcus  com- 
plement fixation  test; 

2.  Clinical  course  of  fever,  chills,  malaise, 
and  poly  arthralgia; 

3.  Prompt  response  to  appropriate  treat- 
ment. 

Using  this  criteria,  four  of  the  eight  cases 
in  New  Castle  County  are  acceptable  as  gono- 
coccal arthritis,  two  are  questionable  cases, 
and  two  were  rejected.  One  of  the  rejected 
cases  was  lupus  erythematosus;  and  the  other 
rejected  case,  a probable  Collagen  disease. 

Treatment 

Patients  with  the  diagnosis  of  gonococcal 
arthritis  should  be  treated  with  penicillin  until 
all  evidence  of  the  infection  has  been  elmin- 
ated.  The  reported  increase  of  incidence  of 
penicillin  resistant  gonococcus  is  felt  to  be 
exaggerated;  for  example:  216  men  studied 
as  resistant  cases  in  1946  were  found  to  have 
urethritis  from  other  bacterial  causes  in  91 
per  cent.  In  most  of  the  cases  considered  re- 
sistant to  penicillin,  the  diagnosis  of  gonococ- 
cus was  made  by  demonstrating  gram  negative 
intra-cellular  diplococci  in  stained  smear  of 
the  urethral  discharge  without  bacteriological 
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confirmation.  This  method  has  been  invali- 
dated by  the  discovery  of  DeBord  who  feels 
that  the  identification  of  gonococcus  by  a 
smear  is  not  justified.  He  demonstrated  that, 
of  147  cultures  from  patients  with  gram  nega- 
tive diplococci  on  smear,  almost  one-third 
were  mima  polymorpha  and  only  ten  were 
gonococcus.  He  also  found  herellea  vagini- 
cola,  colloides  anoydana,  and  N.  giganteo,  N. 
fulva,  N.  introcelaris,  and  certain  streptococci 
could  be  confused  with  gonococcus.  This 
concept  has  been  further  confirmed  by  Good- 
man, Schwimmer,  and  Pearl  Ma  in  separate 
reports.  Thus,  resistant  gonococcus  infec- 
tions must  be  based  on  a positive  culture  and 
not  just  a positive  smear.  . 

Salicylates  serve  well  to  decrease  fever  and 
joint  pain.  Bed  rest  is  required  for  acutely 
inflamed  joints.  Ambulation  may  be  started 
when  fever  and  toxicity  have  cleared,  and  the 
joint  fluid  has  changed  from  purulent  to  clear. 
Mild  joint  pain  of  itself  is  not  a contra-indica- 
tion to  weight  bearing.  I feel  these  cases 
which  continue  to  have  joint  signs  for  several 
weeks  after  the  acute  stage  has  cleared  should 
be  treated  with  salicylates  and  moderation 


in  activity.  I feel  steroids  in  these  patients 
are,  as  a generalization,  not  justified,  although 
they  have  been  recommended. 

Summary 

The  clinical  and  laboratory  features  of  gono- 
coccal arthritis  are  presented.  The  common 
absence  of  the  organism  in  the  joint  fluid  is 
emphasized. 

The  eight  cases  diagnosed  gonococcal  arth- 
ritis in  the  State  of  Delaware  over  the  five-year 
period,  1955  through  1959,  were  summarized. 
The  diagnosis  was  confirmed  in  four  cases, 
considered  possible  in  two  cases,  and  the  diag- 
nosis was  rejected  in  two  cases.  A careful 
diagnostic  study  of  acute  arthritis  is  necessary 
in  order  to  properly  identify  the  type  of  arth- 
ritis so  that  appropriate  therapy  can  be  in- 
stituted. The  early,  complete  treatment  of 
gonorrhea  has  decreased  the  incidence  of  gono- 
coccal arthritis.  Prompt  and  appropriate 
treatment  of  gonococcal  arthritis  will  com- 
pletely reverse  and  cure  this  type  of  arthritis. 
Therefore,  its  early  recognition  is  of  the  ut- 
most importance. 

References  will  be  supplied  by  the  Journal  on  request. 


Wil.  St.  Vet. 

Delaware  Hospital  Memorial  Hospital  Gen.  Fran.  Adm. 


Case  1 

Case  2 

Case  3 

Case  4 

Case  5 

Case  6 

Case  7 

Case 

Age 

21 

18 

15 

40 

19 

26 

31 

33 

Sex 

female 

female 

male 

female 

female 

male 

female 

male 

White  count 

11,900 

10,800 

6,450 

15,800 

22,250 

17,700 

5,850 

7,950 

Hemoglobin 

10.8 

11.6 

13 

9.3 

— 

12 

7.6 

11.5 

Sedimentation  rate 
Urethral  culture  or 

30 

— 

26 

60 

— 

84 

132 

30 

cervical  culture 

+ 

+ 

+ 

0 

-f- 

old 

+ 

old 

Joint  culture 
Polyarticular 

0 

— 

0 

— 

0 

0 

0 

0 

involvement 

Monarticular 

-U 

+ 

+ 

+ 

+ 

9 

+ 

involvement 

0 

0 

0 

0 

0 

0 

9 

0 

Fever 

+ 

+ 

+ 

-f 

+ 

+ 

+ 

+ 

Chills 

+ 

+ 

0 

+ 

+ 

+ 

0 

Response  to  aspirin 

0 

— 

+ 

— 

— 

+ 

— 

— 

Response  to  penicillin 

+ 

+ 

+ 

— 

+ 

+ 

+ 

every 

Joint  x-rays  positive 
Rheumatoid  arth- 
ritis latex  fixation 

0 

0 

0 

0 

0 

0 

positive 

— 

— 

0 

0 

— 

— 

— 

— 

Year 

Gonococcal 

1956 

1955 

1959 

1959 

1957 

1956 

1957 

1956 

arthritis 

+ 

+ 

+ 

(Poss. 

LE) 

+ 

9 

(LE) 

9 
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Richard  Lennihan,  Jr.,  M.D.,  Cornell  Medical  School, 
’52,  is  a Bostonian,  transferring  from  the  Charles  River 
Medical  Society,  Mass.  Delaware  license:  1962;  Spe- 
cialty; Surgery.  Dr.  Lennihan,  father  of  five  children, 
is  a bird  watcher,  gardener  and  makes  unpredictable 
pop-overs!  Office:  Professional  Building. 


Robert  Lee  Meckelnburg,  M.D.,  Jefferson  Medical  Col- 
lege, ’56,  was  born  in  Pittsburgh.  Delaware  license: 
1962;  Specialty:  Internal  Medicine.  Dr.  Meckelnburg 
has  three  children  and  would  like  to  ski  “if.”  Office: 
114  Murphy  Road,  Deerhurst. 


Robert  Waterhouse,  M.D.,  University  of  Manchester, 
England,  ’54,  is  British.  Delaware  license:  1963;  Spe- 
cialty: Obstetrics  and  Gynecology.  Dr.  Waterhouse  and 
his  wife,  who  is  Welsh,  have  two  children  and  have  been 
here  six  years.  He  enjoys  golf.  Office:  1303  Delaware 
Avenue. 


Karnik  Gurdikian,  M.D.,  University  of  Istanbul,  ’49,  is 
a native  of  that  city.  Delaware  license:  1962;  Specialty: 
Psychiatry  and  Neurology.  Dr.  Gurdikian  likes  chess, 
bridge  and  all  sports — particularly  swimming  and  foot- 
ball. There  are  two  small  boys  and  a daughter  in  the 
family.  Office:  Delaware  State  Hospital. 
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THE  ART  OF  MEDICINE  AND  MEDICAL  ETHICS 


1 

Medicine  has  made  remarkable  progress  in 
the  past  few  decades,  with  tremendous  ad- 
vances in  scientific  knowledge. 

Our  medical  schools  have  excelled  in  giving 
our  future  doctors  an  objective  look — which 
trains  them  to  meet  medical  and  surgical 
, problems  wdth  complacency  because  of  the 
I expert  technical  training  which  they  receive. 

’ This  is  very  valuable  and,  indeed,  is  quite 
I essential. 

However,  as  long  as  the  practice  of  medicine 
1 continues  to  be  as  Osier  has  said,  “a  science 
i of  uncertainty  and  an  art  of  probability the 
; appropriate  treatment  for  the  appropriate  pa- 
I tient  will  continue  to  be  clouded  by  differences 
i in  individual  clinical  judgments.  It  is  gen- 
f erally  agreed — that  mature,  good  clinical  judg- 
I ment  may  be  acquired  only  through  experi- 
( ence.  Likewise — to  achieve  his  side  of  the 
' best  kind  of  doctor-patient  relationship — the 
medical  student  needs  not  only  a social  in- 
stinct of  toleration  and  a real  desire  to  help, 
r but  also  a fundamental  conditioning  which 
' takes  a very  long  tune. 

g Perhaps  “the  art  of  medicine  and  medical 
I ethics”  may  have  through  necessity  given 
I place  to  the  “science  of  medicine”  because  of 
I the  many  scientific  achievements  and,  conse- 
I quently,  has  received  less  emphasis  in  the 
. current  curriculum  of  the  medical  school. 

T.  F.  Fox,  editor  of  “Lancet”  (Brit.)  feels 
i that  “The  teachers  and  the  schools  will  have 
''  to  decide  whether  they  are  content  to  produce 
a poker-faced  technical  expert  who  will  attend 
: to  this  faulty  body  as  a garage  technician 

attends  to  a faulty  car,  or,  whether  even  in 
1 the  modern  world,  they  should  still  be  pro- 
^ ducing  doctors  who  will  feel  the  same  kind  of 
' personal  obligation  towards  their  patients  as 
\ was  felt  by  the  old  physicians  ” 


Some  years  ago,  the  American  Medical  As- 
sociation presented  to  each  graduate  physi- 
cian a small  pamphlet  entitled  “Principles  of 
Medical  Ethics  of  the  American  Medical  As- 
sociation.” 

“Physicians  or  groups  of  physicians  are  re- 
quired to  render  service  to  humanity  with  the 
thought  of  fiancial  gain,  a subordinate  consid- 
eration.” Poverty  of  a patient,  the  pamphlet 
read,  should  command  the  gratuitous  services 
of  a physician. 

Secrets  confided  to  the  physician  should  be 
considered  “trusts,”  never  to  be  revealed  ex- 
cept by  court  order. 

Patients  must  not  be  neglected.  Once  a 
physician  undertakes  to  treat  a patient,  he 
should  never  abandon  or  neglect  him  because 
his  disease  is  incurable,  nor  should  a physician 
withdraw  from  a case  without  giving  the  pa- 
tient or  his  family  sufficient  time  and  oppor- 
tunity to  select  another  physician. 

The  physician  should  alw’ays  be  a gentle- 
man. Patience  and  dehcacy  should  character- 
ize his  acts.  He  must  use  every  honorable 
means  to  uphold  and  exalt  the  nobler  activities 
and  ideals  of  his  vocation.  He  must  alw'ays 
endeavor  to  extend  its  sphere  of  usefulness. 
He  should  join  the  local  and  state  medical 
socities  and  actively  assist  in  maintaining  a 
high  caliber  of  scientific  meetings,  as  well  as 
a strict  obseiwance  of  the  exemplary  practices 
and  conduct  that  membership  requires.  He 
should  be  studious,  modest,  sober,  patient  and 
prompt  in  the  execution  of  his  services.  He 
must  not  advertise  or  solicit  patients.  Good 
work  and  faithful  services,  are  after  all,  his 
best  advertisements. 

In  difficult,  doubtful  and  serious  conditions, 
the  physician  is  obliged  to  request  consulta- 
tion. These  should  always  be  frank  and  can- 
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did.  In  cases  of  disagreement,  the  consultant 
is  permitted  to  express  his  opinon  to  the  pa- 
tient or  his  closest  relative  or  friend  but  al- 
ways in  the  presence  of  the  attending  physi- 
cian. Insincerity,  rivalry,  and  envy  are  never 
condoned. 

The  foregoing  is  but  a sketchy  review  of  a 
few  of  the  articles  on  Medical  Ethics  as  pre- 
sented in  the  principles  outlined  by  the  Ameri- 
can Medical  Association.  This  modest  but 
valuable  booklet  did  not  pretend  to  embody 
all  the  rules  of  medical  conduct — nevertheless 
it  was  a guide,  the  general  principles  of  which 
would  do  honor  to  any  profession,  society  or 
organization  of  men  or  women  the  world  over. 


It  outlined  and  catalogued  the  tenets  of 
professional  conduct,  wherein  lies  our  rules 
of  ethics — the  medical  ritual  of  America,  the 
physician’s  articles  of  faith.  Medical  ethics 
is  the  balance  wheel  that  regulates  our  pro- 
fessional conduct.  Medical  ethics  not  only 
advises  but  commands.  It  is  a medical  elabor- 
ation of  the  Golden  Rule. 

Periodic  re-emphasis  of  the  principles  of 
medical  ethics  and  the  employment  of  these 
principles  in  practice,  in  those  areas  where 
there  is  need  for  it,  may  help  in  the  restoration 
of  the  fading  image  of  the  “true  physician” 
and  hold  the  profession  to  its  philanthropic 
ideals. 


/ 


NOTICES  OF  CLINICAL  AND  POSTGRADUATE  MEETINGS 

A postgraduate  meeting  sponsored  by  the  Hahnemann  Medical  College  and 
Hospital  will  be  given  at  the  Sheraton  Hotel,  Philadelphia,  April  15-16.  The 
subject.  The  Theory  and  Practice  of  Auscultation,  was  given  at  the  Academy 
of  Medicine  in  the  DAGP  Fall  Course,  1961.  Members  have  indicated  that 
they  would  be  interested  in  attending  this  course  when  presented  again. 

The  165th  Annual  Meeting  of  the  Medical  and  Chirurgical  Faculty  of  Maryland 
will  be  held  May  1-3  at  the  Alcazar,  Baltimore.  Members  of  the  Medical  Society 
of  Delaware  are  cordially  invited. 

An  open  invitation  is  extended  to  all  members  to  attend  the  Scientific  Sessions 
of  the  197th  Annual  Meeting  of  the  Medical  Society  of  New  Jersey  to  be  held  at 
Haddon  Hall,  Atlantic  City,  May  11-15. 

The  Sixth  Annual  Neuropsychiatric  Institute  will  be  held  at  the  Veterans 
Administration  Hospital,  Coatesville,  Pa.,  on  April  16,  1963. 

A meeting  of  the  American  Association  for  the  Study  of  Headaches,  will  be 
held  at  the  Claridge  Hotel,  Atlantic  City,  on  June  15. 
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SHOULD  THE  PATIENT  BE  TOLD  THE  TRUTH 

Seven  years  ago  a conference  was  held  in 
Wilmington  between  physicians  and  clergy- 
men on  the  general  subject  of  the  relationship 
of  the  two  professions  in  their  mutual  aim 
toward  helping  the  sick  patient.  More  recently 
a conference  was  held  where  the  subject  was 
limited  to  cancer.  We  feel  that  both  of  these 
conferences  were  valuable  and  that  further 
similar  attempts  should  be  made  to  help  these 
two  groups  to  work  together  for  the  good  of 
the  patient. 

In  any  such  gathering  the  question  in- 
variably arises  as  to  whether  or  not  the  pa- 
tient should  be  told  the  truth.  The  men  of 
the  cloth  fundamentally  believe  that  humans 
should  be  honest  in  their  relationship  one  with 
the  other.  They  also  teach  that  in  the  foot- 
steps of  the  Great  Physician  we  should  be 
gentle  and  kind  in  our  approach  to  patients 
and  that  we  should  obey  the  Golden  Rule. 
Situations  frequently  arise  where  it  seems  im- 
possible to  follow  both  of  these  precepts. 

The  men  of  the  stethoscope  are  sharply 
divided.  One  group  believes  that  it  is  their 
duty  to  inform  every  patient  the  complete 
“truth”  about  his  condition.  They  believe 
that  the  physician  should  tell  the  patient  who 
appears  to  be  dying  with  a malignant  tumor 
that  such  is  the  case.  There  are  others  who 
sincerely  ascribe  to  the  little  white  lie  as  a 
means  of  preventing  unnecessary  mental  and 
emotional  anguish  in  addition  to  an  incurable 
physical  condition. 

After  all,  what  is  the  truth?  All  physicians, 
excepting  perhaps  the  recent  graduate,  have 
seen  patients  in  whom  a diagnosis  has  been 
documented  of  a malignant  growth  and  in 
whom  it  is  certain  that  the  growth  was  not 
removed.  Yet,  some  of  these  people  are  living 
and  healthy  many  years  after  such  a diagnosis. 

Some  physicians  foolishly  will  inform  a 
patient  that  he  has  but  so  much  time  to  live. 


How  such  a physician  arrives  at  any  given 
time  has  always  been  a mystery.  There  are 
thousands  of  people  living  and  well  years  after 
their  physician  has  been  buried,  that  same 
physician  having  told  the  patient  that  he  had 
so  many  months  to  live.  If  it  is  agreed  that 
it  is  foolish  to  attempt  to  quantitate  the  life 
expectancy  of  any  individual,  isn’t  it  but  a 
small  step  to  also  be  hesitant  to  make  such  a 
prediction  on  qualitative  grounds?  Are  we 
sure  that  this  patient  has  incurable  disease? 

Some  of  these  questions  are  unanswered; 
some  will  remain  so.  Regardless  of  the  dif- 
ference of  opinion  in  specific  instances  there  is 
no  question  but  that  further  meetings  between 
the  clergymen  and  the  physician  are  desirable. 
Let  us  leave  no  stone  unturned  to  see  that  we 
are  practicing  fully  and  to  the  best  of  our 
ability. 

TAKE  TIME  AND  EXPLAIN 

Doctor’s  fees  and  their  lack  of  availability 
are  subjects  of  criticism  from  time  to  time 
but  far  more  frequently  is  heard  the  complaint 
that  the  doctor  gave  a diagnosis  but  didn’t 
tell  the  patient  anything.  In  striving  for 
technical  excellence  the  art  of  medicine  fre- 
quently is  allowed  to  become  secondary. 

What  use  is  an  accurate  diagnosis  to  the 
patient  if  he  is  not  told  what  it  means?  It 
is  human  to  fear  the  unknown  and  a few 
minutes  of  time  can  be  well  spent  in  telling 
the  patient  in  simple  language  what  is  the 
cause  of  his  symptoms  rather  than  a few  words 
which  are  at  best  meaningless  but  frequently 
are  misinterpreted  to  set  up  a vicious  cycle 
of  fears. 

Frequently,  the  comfort  from  a statement 
that  all  is  well  is  completely  destroyed  by  an 
unexplained  addenda  to  take  it  easy. 

Let’s  take  time  to  explain  and  be  our  own 
public  relations  agent. 
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Pilot  Project 


Deaths  From 
Mycetism  Requested 


Changing  Concepts 
Of  Mental  Health 
Care 


Applications  from  physicians  interested  in  internal  medicine  are  being 
solicited  by  the  Veterans  Administration  Center  in  Cheyenne,  Wyoming. 
The  78  acre  reservation  holds  a general  medical  and  surgical  hospital  (84 
beds  for  medical  and  49  for  beds  for  surgical  patients) ; the  staff  includes 
consultants  outstanding  in  their  specialties.  Depending  upon  qualifications 
and  experience,  the  starting  salary  for  this  position  may  range  from  $8045 
to  $14,970  per  year  with  fringe  benefits.  Apply  by  contacting;  Chief  of 
Staff,  Veterans  Administration  Center,  2360  East  Pershing  Blvd., 
Cheyenne,  Wyoming. 

The  Wilmington  area  will  be  visited  by  the  U.S.  Public  Health  Service  to 
conduct  pilot  health  examinations  of  children  from  6 to  11  years  during 
a four- week  period  beginning  about  April  1.  Examinations  will  serve  as 
a pilot  project  to  pretest  procedures  to  be  used  in  a nation-wide  sampling 
of  children’s  examinations  beginning  in  July.  Examination  processes  will 
include:  a clinical  examination  by  a pediatrician;  dental  examination  by 
a dentist;  a vision  test;  an  audiometric  test  performed  in  a sound-proof 
room;  an  x-ray  of  the  wrist  for  bone  age;  an  x-ray  of  the  chest  for  cardio- 
vascular pulmonary  abnormalities;  a twelve-lead  electrocardiogram;  a 
phonocardiogram  to  obtain  tape  recordings  of  heart  sounds;  a test  of  vital 
capacity  and  expiratory  flow  rate,  using  a spirometer;  an  exercise  toler- 
ance test  under  a measured  work  load,  using  a bicycle  ergometer  with 
recordings  of  blood  pressure,  pulse  rate  and  respiration;  a grip  strength 
test;  recordings  of  height,  weight,  skin  fold  thickness  and  various  other 
anthropometric  measurements  and  a series  of  psychological  tests  adminis- 
tered by  a psychologist.  Physicians  questioned  about  these  examinations 
by  parents  can  inform  them  that  this  program  is  a U.S.  Public  Health 
Service  research  activity,  authorized  by  Congress,  and  that  the  program 
has  been  approved  by  public  health  officials  and  the  Council  of  the  Medical 
Society  of  Delaware. 

The  National  Registry  of  Death  from  Mycetism  maintaines  a file  of  deaths 
attributed  to  ingestion  of  wild  mushrooms  (1957  to  date).  Physicians  are 
requested  to  send  notice  of  all  such  deaths  (age,  sex,  date,  locality)  to: 
Robert  W.  Buck,  M.D.,  Secretary,  Massachusetts  Medical  Society,  22 
The  Fenway,  Boston  15. 

Institutional  care  can  be  more  a detriment  than  a help  according  to  Dr. 
Hamilton  C.  Ford,  chairman  of  the  AMA’s  Council  on  Mental  Health. 
Another  member  of  the  Council,  Dr.  Robert  H.  Felix  states  “There  is  no 
valid  reason  why  mental  health  cannot  be  treated  like  any  other  illness — 
in  a doctor’s  office  or  local  hospital  if  necessary.  When  a person  needs 
help,  that  is  not  the  time  to  wrench  him  from  his  family,  his  friends,  all 
that  is  familiar  to  him  and  deliver  him  to  an  institution.  No  one  is  in  a 
better  position  to  spot  early  signs  of  emotional  disturbances  than  the 
family  doctor.  The  problem  of  the  dangerously  ill — those  who  may  harm 
others  or  themselves — is  not  so  prevalent  that  it  cannot  he  handled  in 
general  hospitals.” 
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...  A baby  in  its  mother’s  womb  and  an  astronaut  in  flight  have  much 
in  common.  The  capsule  life  of  an  unborn  child  presents  almost  the  same 
living  conditions  as  those  in  the  “outer-space”  life  of  the  astronaut,  ac- 
cording to  Edward  C.  Hughes  in  The  New  Physician.  Actually  the  fetus 
lives  in  a state  of  diminished  oxygen  most  of  the  time — more  so  than  the 
astronaut  whose  supply  is  carefully  controlled  mechanically. 

. . . Legible  writing  by  physicians  and  nurses  will  save  hospitals  thousands 
of  dollars  and  thousands  of  hours.  The  immediate  affect  of  a hastily 
scribbled  order  is  felt  by  the  nursing  staff;  the  secondary  or  long  range 
affect  of  illegibility  may  be  that  a mistake  in  medication  is  made.  Solutions 
to  the  problem  include  having  physicians  print  their  orders,  sitting  down 
to  write,  instead  of  standing  up  and  “on  the  run,”  Hospitals,  February 
Issue. 

. . . Diabetes  in  the  News  provides  the  diabetic  and  his  family  with  up- 
to-date  information  about  diabetes.  This  periodical  is  being  introduced 
by  the  Ames  Company;  a stand-up  rack  is  provided  for  the  physician’s 
office.  A business  reply  card  is  made  part  of  each  copy,  should  the  diabetic 
be  interested  in  receiving  the  publication  at  home. 

The  second  annual  Jessi,  (Junior  Engineers’  and  Scientists’  Summer 
Institute) — a two-week  exploratory  orientation  session  in  the  science 
and  engineering  areas  of  learning — will  open  at  Lehigh  University,  Bethle- 
hem., Pa.,  June  16-29,  1963.  Additional  National  Jessi  information  may 
be  obtained  by  writing  to:  Scientists  of  Tomorrow,  309  New  Fliedner 
Bldg.,  Portland  5,  Oregon.  For  those  interested  in  the  Lehigh  University 
Jessi,  write  to:  Prof.  Charles  W.  Brennan,  Associate  Director,  Jessi,  As- 
sociate Dean  of  Engineering,  Lehigh  University,  Bethlehem,  Pa. 

James  T.  Metzger,  M.D.,  discussed  plastic  surgery  before  the  biology 
classes  of  the  William  Penn  High  School,  New  Castle  . . . John  W. 
Maroney,  M.D.,  addressed  the  Junior  Board,  Delaware  Hospital,  on 
strides  that  have  been  made  the  past  25  years  in  pediatric  medicine  . . . 
H.  Thomas  McGuire,  M.D.,  explained  the  organization  and  functions  of 
the  A.M.A.  to  the  University  of  Delaware  Chapter  of  Beta  Beta  Beta, 
Honorary  Biology  Fraternity. 

Noirnal  population  growth,  larger  numbers  of  accidents — especially  those 
in  the  home — and  medical  advances  which  save  victims  of  formerly  fatal 
crippling  diseases  contribute  to  the  growing  numbers  of  crippled  persons, 
according  to  the  National  Society  for  Crippled  Children  and  Adults.  Total 
funds  retained  by  the  states  for  direct  service  programs  approximate  95% 
of  gross  income.  Please  send  contributions  to  the  Delaware  office. 

A nine-month  tutorial  program  in  Cardiology  will  be  offered  by  the 
Institute  for  Cardiopulmonary  Diseases,  Scripps  Clinic  and  Research 
Foundation,  La  Jolla,  Cal.,  from  September  15,  1963  to  June  15,  1964. 
This  is  especially  designed  for  the  practicing  physician  who  desires 
thorough  instruction  in  this  field  and  for  the  physician  who  is  finishing 
his  period  of  formal  training  and  wants  a final  intensive  orientation  in 
cardiology.  For  details  write:  Executive  Secretary,  Institute  for  Cardio- 
pulmonary Diseases  at  the  above  address. 
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ON  LOOKING  BACK 


In  our  headlong  rush  for  the  future,  it  is 
well  to  pause  along  the  way  to  reflect  on  the 
past  events  which  led  to  the  present,  efficient, 
dedicated,  community-conscious  group  of 
physicians’  wives  known  as  the  Woman’s  Aux- 
iliary to  the  Medical  Society  of  Delaware. 
This  need  for  reflection  resulted  in  an  inter- 
esting interview  with  four  charter  members 
of  the  Auxiliary — Mrs.  George  McElfatrick, 
past  State  President;  Mrs.  Lawrence  Jones, 
past  State  and  New  Castle  County  President; 
Mrs.  C.  E.  Wagner,  and  Mrs.  John  Mullin. 

Excerpts  Of  Reminiscences 

It  was  recalled  that  Dr.  William  O.  LaMotte, 
Sr.,  was  responsible  for  starting  the  proceed- 
ings for  organization  of  the  Auxiliary.  Con- 
vinced that  “woman’s  touch”  was  needed  not 
only  in  the  home,  he  consulted  Mrs.  Harold 
Springer,  Mrs.  Robert  Tomlinson  and  others 
about  organizing  an  Auxiliary  in  Delaware. 
In  1929,  the  Delaware  Medical  Society  spon- 
sored a tea  and  card  party  for  the  wives  at 
the  former  Delaware  Tea  House.  To  quote 
Mrs.  McElfatrick,  “It  was  a delightful  party, 
and  everyone  present  agreed  to  become  a 
member.  On  December  10,  1929,  about  25 
wives  attended  the  first  organizational  meet- 
ing of  the  State  Auxiliary.  Mrs.  Robert  Tom- 
linson was  elected  President  and  went  on  to 
make  Delaware  proud  by  later  being  elected 
President  of  the  National  Auxiliary.  Mrs. 
Jones  served  with  her  as  National  Corres- 
ponding Secretary. 

At  the  1931  national  AM  A convention  in 
Philadelphia,  Delaware  was  co-hostess  with 
Pennsylvania  and  Mrs.  Harry  Buckmaster,  a 
past  President,  was  banquet  chairman.  The 
Delaware  members  who  were  known  as  the 
“Blue  Hen  Chicks,”  have  since  entertained 
many  national  officers  in  their  homes. 

The  activities  of  the  Auxiliary  since  its  in- 
ception have  been  many  and  varied,  socially 
and  otherwise,  and  always  performed  with  the 


approval  and  advice  of  ' the  Medical  Society. 
Mrs.  McElfatrick  recalled  that  every  mem- 
ber from  the  very  beginning  was  urged  to 
keep  well  informed  on  medical  subjects  and 
legislation  in  the  profession.  The  Auxiliary 
sponsored  meetings  opened  to  other  women’s 
organizations,  at  which  prominent  persons 
were  invited  to  speak  on  the  subject  in  their 
field.  Senator  Williams  spoke  at  one  meeting. 
Another  subject  was  “Foods  and  Fancies,” 
others  on  various  aspects  of  medicine  by  prom- 
inent Philadelphia  and  Delaware  physicians. 
Tea  was  always  served  in  the  library  of  the 
Academy  after  these  open  meetings. 

Mrs.  Wagner  and  Mrs.  Mullin  recalled  that 
sewing  for  the  VNA  started  “oh,  a hundred 
years  ago,”  but  really  about  30  years  ago  and 
it’s  still  a going  concern.  They  remembered 
cutting  out  infant  gowns  on  Mrs.  C.  H.  Davis’s 
antique  table,  which  would  possibly  help  to 
make  it  more  antique!  Mrs.  Mullin,  board 
member  of  the  VNA,  stated  that  this  sewing 
program  has  been  very  important  in  the  life 
of  the  VNA. 

The  story  of  the  quilt  is  intriguing.  This 
idea  was  dreamed  up  by  State  members — 
squares  for  the  quilt  were  sold  to  each  member 
for  10c  each;  they  then  were  to  obtain  ten 
signatures  hand  written  on  the  square  at  25c 
each  from  the  signers;  signatures  were  then 
embroidered.  It  was  said  that  one  V.I.P. 
signature  was  that  of  Mrs.  Franklin  Roose- 
velt. The  quilt  was  then  auctioned  off  at  an 
Auxiliary  meeting.  And  the  lucky  owner? 
Mrs.  Francis  Rovitti,  who  has  given  much  of 
her  time  to  Auxiliary  work. 

During  World  War  II  members  served  with 
the  Red  Cross,  Civil  Defense,  and  did  volun- 
teer work  in  hospitals.  Volunteer  work  has 
been  done  through  the  years  at  the  State 
Hospital;  parties  given  for  patients  in  the 
wards,  when  birthdays  of  these  sometimes 
forgotten  people  were  remembered.  Mrs.  Mul- 
lin recalls  sewing  at  her  home  during  the 
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Mrs.  John  Mullin 


Mrs.  George  McElfatrick  and  grand- 
daughter. 


war  when  oil  was  rationed  and  it  was  a bit 
chilly  for  nimble  fingers. 

In  June  of  1947  Mrs.  McElfatrick  attended 
a national  meeting  and  was  urged  to  form 
county  chapters.  So  we  come  to  another 
milestone.  The  New  Castle  County  Auxiliary 
was  organized  in  1947,  Sussex  and  Kent  in 
1948.  Mrs.  Wagner  recalled  that  dues  were 
once  all  of  $2.00;  a discussion  was  held  on 
increasing  them  and  was  turned  down  be- 
cause the  younger  members  possibly  couldn’t 
afford  it. 

The  Auxiliary  has  always  had  a fund  raising 
project  going  every  year,  and  prior  to  the 
Nurses’  Scholarship  Aid  program,  the  money 


At  a national  AMA  convention,  seated  counter- 
clockwise: Mrs.  Lawrence  Jones,  Mrs.  C.  E.  Wagner, 
Mrs.  Douglas  Gay,  Mrs.  Sylvester  W.  Rennie,  Wil- 
mington; Mrs.  John  Baker,  Milford  and  Mrs.  John 
Lynch,  Seaford. 

was  always  used  for  some  civic  need.  Mrs. 
Jones  recalled  the  home  card  parties  they 
had  one  year,  and  one  of  our  enterprising 
members  and  past  President,  one  Susie  Mur- 
ray, obtained  a gallon  of  free  sherry  for  one  of 
the  parties.  That’s  the  fun  part  of  the  Auxil- 
iary, we  like  to  live  graciously! 

Mrs.  Jones  also  recalled  a memorable  trip 
to  a meeting  in  Harlan,  Kentucky,  with  Mrs. 
Tomlinson  in  1930.  They  drove,  and  the  two 
ladies  finally  found  themselves  at  the  top  of 
the  Kentucky  mountains  very  late  at  night 
with  the  roads  steep  and  treacherous.  But 
there  was  nowhere  to  go  but  down,  and  they 
made  it  to  Harlan  safely.  Delaware  doctors 
and  their  wives  have  kept  the  trails  hot  to 
national  and  other  states’  meetings. 

It  was  obvious  that  the  Medical  Auxiliary 
still  holds  much  interest  for  these  charter 
members.  Their  parting  message  was  a com- 
mendation of  the  wonderful  work  the  younger 
members  are  now  doing.  Let’s  say  the  younger 
members  have  received  their  inspiration  from 
the  wonderful  work  of  those  charter  mem- 
bers! 

Kathryn  B.  O’Donnell 
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PHYSICAL  MEDICINE  SYMPOSIUM 


One  of  the  major  functions  of  the  Delaware 
Academy  of  General  Practice  is  the  continuing 
professional  education  of  Delaware’s  doctors, 
both  general  practitioners  and  others.  In  ad- 
dition to  its  involvement  in  many  miscellane- 
ous educational  activities  through  each  year, 
the  Academy  conducts  three  major  events;  a 
spring  symposium,  a fall  course  (usually  ten 
Wednesday  afternoons),  and  a winter  Scien- 
tific Assembly.  This  year’s  spring  symposium 
promises  to  be  of  great  interest  not  only  to 
general  practitioners  but  to  most  of  our  con- 
freres. It  will  be  on  physical  medicine  and 
will  be  a joint  endeavor  with  the  Pennsylvania 
Academy  of  Physical  Medicine  and  Rehabili- 
tation. It  will  be  held  on  Saturday,  April  6, 
1963  from  9:00  a.m.  to  4:30  p.m.  at  the  Wil- 
mington General  Hospital  Nurses’  Auditor- 
ium and  luncheon  will  be  available  from  1:00 
to  2:00  p.m.,  at  the  hospital  cafeteria.  There 
will  be  lectures  and  demonstrations  conducted 
by  top  men  in  the  field  of  physical  medicine. 


Their  talks  will  be  practical  and  will  be 
geared  to  the  problems  seen  frequently  by 
the  practicing  physician.  Among  many  other 
subjects,  they  will  discuss  the  rehabilitation 
of  the  stroke  victim,  treatment  of  the  chronic 
backache,  when  to  order  corrective  shoes  (and 
how,  and  what  to  expect  from  them),  the  use 
of  the  various  heat  techniques,  when  to  use 
infra-red,  when  diathermy,  when  ultra-sound. 

The  sessions  will  include  actual  demonstra- 
tions of  the  various  kinds  of  physical  therapy 
equipment,  with  participation  of  personnel 
and  equipment  from  the  Wilmington  General 
Hospital,  Delaware  Curative  Workshop,  and 
duPont  Convalescent  Hospital.  The  major 
speakers  will  be  from  out  of  state  and  the 
sessions  will  be  moderated  by  Dr.  Arthur 
Heather  and  Dr.  George  Boines.  This  sym- 
posium is  one  which  few  practicing  physicians, 
regardless  of  specialty,  can  afford  to  miss.  All 
are  invited. 


PROGRAM  — ABSTRACTED  TOPICS 


Clinical  Consideration,  Proper  Physical  Medi- 
cine, Prescription  Writing  for  the  General 
Practitioner — Robert  G.  Stevens,  M.D.,  Wil- 
liamsport, Pa. 

Physical  Therapy  and  the  Management  of  the 
Arthritic  Patient — Nathan  Sussman,  M.D., 
Harrisburg,  Pa. 

Problems  of  Hemiparetics;  Practical  Man- 
agement by  the  General  Practitioner — John 
Goldschmidt,  M.D.,  Philadelphia,  Pa. 

Physical  Medicine  Modalities  and  Considera- 
tions for  the  Office  of  the  General  Practitioner 
— Herman  Rudolph,  M.D.,  Reading,  Pa. 

Panel  Discussion  on  Conservative  Management 
of  Low  Back  Syndrome — Herman  Rudolph, 
M.D.,  Reading  Pa.;  Dominic  Donio,  M.D.,  Al- 
lentown, Pa.;  Emory  Stoner,  M.D.,  Philadel- 


phia, Pa.  and  H.  Frazer  Parry,  M.D.,  Phila- 
delphia, Pa. 

Occupational  Therapy  (a)  At  Home  and  in 
the  Hospital — Miss  Mae  Hightower,  O.T.R. 
Executive  Director  of  Delaware  Curative 
Workshop, Inc.  (b)  Physical  Therapy  at  Home 
— VNA — Miss  Sara  Donovan,  R.N.,  R.P.T. 
Common  Abnormal  Gaits,  Their  Correction 
and  Management — William  Erdman,  M.D., 
Philadelphia,  Pa. 

When  Should  You  Use  a Rehabilitation  Cen- 
ter? Practical  Considerations — H.  Frazer 
Parry,  M.D.,  Philadelphia,  Pa. 

Panel  Discussion  on  Post  Traumatic  Cervical 
Myoligamentous  Strains — Robert  G.  Stevens, 
M.D.,  Williamsport,  Pa.;  Max  Stoner,  M.D., 
Philadelphia,  Pa.  and  Samuel  Sherman,  M.D., 
Pittsburgh,  Pa.  '' 
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CLINICO-PATHOLOGICAL  CONFERENCEt 
JAUNDICE,  PLEURAL  EFFUSION  AND 
DUODENAL  ULCER 


Discusser:  William  J.  Vandervort,  M.D. 


*Dr.  Emo:  We  have  asked  Dr.  Vandervort  to 
present  the  case.  I will  merely  read  the  case 
history  on  the  patient. 

Case  History 

A seventy-two  year  old  white  woman,  was 
admitted  as  a patient  to  this  hospital  with 
chief  complaints  as  follows:  anorexia,  nausea, 
pruritis,  dark  urine  and  clay-colored  stools 
with  yellow  discoloration  on  the  skin — all 
these  complaints  of  three  weeks  duration. 

History  of  Present  Illness:  The  patient  was 
perfectly  well  three  weeks  prior  to  admission 
when  the  above  complaints  were  first  observed 
and  progressed  in  intensity  until  admission. 
The  patient,  who  lost  eight  pounds  during  this 
time,  had  no  history  of  injections  in  the  past 
year,  no  tranquilizers  and  no  contact  with 
individuals  having  jaundice,  no  alcoholic  his- 
tory, nor  did  she  ingest  any  hepatotoxic  agent, 
and  had  no  recent  history  of  diarrhea  or 
dental  surgery. 

tHeld  on  September  11,  1962  at  the  Memorial  Hospital,  Wilming- 
ton. Delaware. 

*Ralph  Emo,  M.D.  is  Resident  in  Medicine,  Memorial  Hospital. 

Dr.  Vandervort  is  Assistant.  Internal  Medicine,  Delaware  Hospital; 
Associate,  Internal  Medicine,  Memorial  Hospital,  Wilmington, 


Physical  Examination:  Blood  pressure 

160/80,  pulse  76,  temperature  101,  weight  120 
pounds.  The  patient  was  an  icteric  white 
woman  who  revealed  the  following  on  physical 
examination:  the  abdomen  was  scaphoid  with 
tenderness  in  the  right  upper  quadrant  to 
palpation,  there  was  no  hepatosplenomegaly 
to  palpation,  but  percussion  over  the  liver 
suggested  an  enlargement  two  centimeters 
below  the  right  costal  margin.  Rectal  exam- 
ination revealed  no  shelf,  and  no  supraclavicu- 
lar nodes  were  found  on  palpating  the  neck. 

Laboratory  Findings:  The  patient’s  hemo- 
globin and  red  count  were  slightly  depressed 
to  11:5  and  3.6  million,  respectively.  The 
sed.  rate  was  90;  white  count  and  differential 
were  normal.  Serology  was  negative.  The 
patient’s  bilirubin  totaled  11.6  with  a direct 
of  8.9  mgs.  per  cent.  Serum  proteins  were 
6.4  with  albumin  2.9  and  globulin  3.5.  Thy- 
mol turbidity  was  .3,  alkaline  phosphatase 
16.3  Bodansky  units.  S.G.O.T.  was  61  and 
ceph.  floe,  plus  minus  in  forty-eight  hours. 
The  flat  plate  of  the  abdomen  revealed  no 
calculi  in  the  hepatic  area.  Chest  x-ray  re- 
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vealed  scattered  nodulations  bilaterally  to  a 
prominent  degree.  (Figure  1) 


Figure  1 


Course  in  the  Hospital:  During  her  stay 
in  the  hospital,  the  patient  had  a downhill 
course  which  terminated  in  death.  During 
this  time,  her  jaundice  increased  with  a total 
van  den  Bergh  of  20,  but  her  alkaline  phos- 
phatase decreased  to  2 three  weeks  after 
admission.  The  prothrombin  time  was  75% 
and  urinary  urobilinogen  was  negative  at  this 
time.  Other  studies  done  approximately  three 
weeks  after  admission  showed  her  S.G.O.T. 
22  units.  Two  stools  showed  a trace  of  occult 
blood.  At  this  time  an  impression  of  a dis- 
tended gallbladder  was  entertained  together 
with  the  presence  of  ascites.  One  week  prior 
to  the  patient’s  demise,  a paracentesis  was 
done  and  the  fluid  was  sent  to  the  lab.  for 
tumor  cells  and  acid-fast  bacilli  smear  and 
culture.  The  patient  went  rapidly  downhill 
with  evidence  of  progressive  ascites.  She  de- 
veloped coma  and  expired  within  two  days. 

We  did  get  back  the  Pap.  and  the  acid-fast 
cultures,  but  these  were  so  close  to  the  time 
the  patient  expired  that  we  thought  we  would 
keep  these  and  perhaps  at  the  end  tell  Dr. 
Vandervort  the  results  of  these.  We  have 
asked  Dr.  Vandervort  to  discuss  this  case  and 
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any  comments  you  have  we  would  like  you  ;| 
to  save  and  discuss  at  the  end.  ,| 

Dr.  Vandervort:  I think  that  probably  [ 
a better  name  for  this  conference  would  be  i' 
“Emo’s  Revenge.”  Dr.  Cohen  and  I both  S 
took  great  pride  in  needling  Dr.  Emo  during 
the  year  and  trying  to  pin  him  down  on  every 
occasion — you  notice  our  reward.  This  case 
was,  in  brief  summary:  A seventy-two  year 
old  lady  was  perfectly  well  until  three  weeks  j 
prior  to  her  admission  when  she  complained 
that  she  had  lost  about  eight  pounds.  She 
mentioned  light  stools  and  dark  urine;  she 
mentioned  pruritis,  yellow  color  to  her  skin, 
anorexia  and  nausea;  so  if  we  are  to  take  the 
history  on  its  face  value,  she  became  suddenly 
ill  just  three  weeks  prior  to  her  admission.  [ 
There  was  no  real  past  history  of  any  sort  ! 
mentioned  by  this  patient.  Negative  facts 
are:  there  was  no  history  of  injection  or  drug 
ingestion,  no  exposure  to  toxic  materials,  no  ; 
alcoholic  history,  no  diarrhea  and  no  dental 
surgery.  This  last  is  interesting.  I frowned 
on  that  statement  and  bracketed  it  and  won- 
dered why  Dr.  Emo  went  to  the  trouble  to 
mention  it.  I was  unable  to  find  any  signifi- 
cance to  dental  surgery  except  the  injections 
that  might  occur  therein.  [ 

On  admission,  this  lady’s  blood  pressure  was 
160/80;  her  temperature  101,  and  her  pulse 
76 — which  is  somewhat  slower  than  one  might 
expect  with  that  temperature  but  what  one  i 
sometimes  sees  in  obstructive  jaundice — dis-  I 
proportionate  slowing  of  the  pulse.  She  ■ 
weighed  128  pounds.  It  was  stated  that  she 
had  some  tenderness  in  her  right  upper  quad-  ' 
rant  but  no  enlargement  of  her  liver  or  spleen.  | 
The  liver  shadow  that  was  percussed  was  j 
within  normal  size.  During  her  initial  labor- 
atory studies,  she  had  a mild  anemia  with 

11.5  grams  of  hemoblobin,  red  cells  3.6  million 
and  a sed.  rate  of  90  M.M./h  her  S.G.O.T. 

21,  her  alkaline  phosphatase  16.3  B.u.;  her 
bilirubin  11.6  with  8.9  direct;  a prothrombin 
time  was  75%.  Two  stools  showed  a trace 
of  blood;  a protein  showed  2.9  albumin, 

3.5  globulin.  This  showed  some  decrease  of 
a mild  nature  in  her  albumin.  Her  urinary 
urobilinogen  was  0,  thymol  .3,  and  her  ceph. 
floe,  was  plus — minus.  What  different  things  { 
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would  one  think  about  with  this  history  in 
a jaundiced  patient?  I think  we  all  go  through 
our  own  differential  diagnosis  using  one  type 
graph  or  another.  It  seemed  to  me  that  this 
history  did  not  suggest  hemolysis  and  it  cer- 
tainly did  not  suggest  a familial  type  of 
jaundice.  In  my  mind,  because  of  the  general 
picture  and  because  of  the  direct  bilirubin, 
we  think  of  either  a hepatocellular  or  obstruc- 
tive type  jaundice  and  this  is  the  differential 
that  I shall  go  through.  In  a patient  with 
anorexia,  nausea  and  jaundice,  did  she  have 
hepatitis?  Older  people  do  get  hepatitis  and 
we  must  not  forget  that.  Many  times  in  older 
patients  they  run  a very  fulminant  course  to 
increasing  jaundice,  hepatic  coma  and  death. 
We  cannot  say  that  she  had  toxic  hepatitis 
because  of  her  history  which  specifically  states 
that  no  toxins  known  were  involved.  The 
things  against  mild  hepatitis  in  this  lady,  in 
addition  to  some  parts  of  her  history,  were 
that  the  liver  test  that  we  have  available  did 
not  suggest  a hepatitis.  Her  enzymes  were 
not  what  one  would  anticipate  with  hepatitis. 
Her  ceph.  floe’s  were  only  plus  minus  in  forty- 
eight  hours  and  her  thymol  turbidity  was  a 
low  normal  and  so,  because  of  this,  I do  not 
think  the  patient  had  a hepatitis. 

In  her  history  it  stated  that  there  was  no 
preceding  diarrhea.  When  one  thinks  of  diar- 
rhea followed  by  liver  disease,  one  thinks  of 
amoebiasis.  Amoebiasis  can  either  be  a hepa- 
titis or  it  can  be  a type  of  liver  abcess.  In 
about  50%  of  the  patients  with  amebic  ab- 
scess in  the  liver,  the  amebae  cannot  be  ob- 
tained from  the  stool  nor  is  there  a preceding 
history  of  diarrhea.  So  because  of  the  ab- 
sence of  diarrhea — even  if  her  stool  were  ex- 
amined and  no  amebae  were  found — we  still 
could  not  rule-out  a type  of  amoebiasis.  How- 
ever, I do  not  feel  her  history  and  her  lab. 
studies  fit  with  ameboisis.  If  she  had  an 
amebic  abscess  of  her  liver,  frequently  you 
have  a tender  liver.  The  liver  test  would 
not  show  this  amount  of  jaundice  early,  and 
I think  the  general  picture  would  rule  this 
out.  On  a CPC,  tuberculosis  is  always  con- 
sidered because  tuberculosis  can  attack  a 
patient  in  many  ways.  In  this  particular  CPC, 
we  have  a statement  that  she  had  scattered 
nodulations  bilaterally  to  a prominent  degree 


in  her  chest  x-ray.  Does  this  patient  repre- 
sent a type  of  miliary  tuberculosis?  I have 
not  seen  the  chest  x-ray  yet  but  scattered 
nodulations  are  not  typical  in  my  mind  of 
miliary  tuberculosis.  Although  there  are  case 
reports  of  nodulations  occuring  in  miliary 
tuberculosis,  we  usually  expect  a slightly 
different  picture.  Perhaps  at  this  time  Dr. 
Emo  could  show  her  chest  x-ray.  I would 
like  to  look  at  it  and  then  I think  we  can 
get  Dr.  Shaw  to  comment  on  it. 

*Dr.  Shaw:  This  patient  had  a PA  and 
lateral  chest  film  on  July  6th  and  it  was  re- 
peated on  July  9th.  There  is  very  little  dif- 
ference between  the  two  sets  of  films.  The 
principal  pathology  is  a widespread  nodular 
involvement  present  in  all  areas  of  the  chest 
in  about  the  same  degree.  Individual  nodules 
vary  from  2mm.  to  about  3 or  3y2mm.  in 
diameter.  These  nodules  seem  to  be  of  about 
the  same  age.  A few  areas  of  coalescence  in 
a small  degree  seems  to  be  indicated.  The 
hilar  regions  show  a normal  size  and  in  the 
lateral  views  there  is  no  increase  in  the  hilar 
regions  compatible  with  mass  formation.  The 
appearance  of  the  pathology  in  each  examina- 
tion is  compatible  with  hematogenous  spread 
of  tumor.  It  is  impossible  to  decide  whether 
it  is  primary  or  secondary  but  a spread  of  this 
kind,  if  it  is  carried  by  the  blood  stream  would 
seem  to  be  metastatic  from  some  other  pri- 
mary whether  it  is  in  the  chest  or  abdomen. 
The  characteristics  of  the  lesions  of  wide- 
spread nodularity  of  tumor  density  in  the 
chest  does  suggest  metastatic  tumor  disease. 
There  is  no  indication  of  mediastinal  mass  for- 
mation. There  is  no  indication  of  obstruction 
of  any  of  the  air  passages  sufficient  to  cause 
atelectasis.  The  appearance  of  the  lung  fields 
in  each  examination  seems  to  be  compatible 
with  widespread  nodular  tumor  distribution 
almost  equal  in  every  unit  of  space  in  each 
lung. 

Dr.  Vandervort:  Thank  you.  Dr.  Shaw. 
When  one  looks  at  this  film,  it  looks  a little 
differently  than  I pictured  it,  in  that  the 
nodules  are  not  as  large  as  I thought  they 
might  be.  In  a miliary  process,  all  the  nodules 
are  the  same  size  and  all  fairly  small.  This 

’Paul  A.  Shaw,  M.D.,  is  Director,  Department  of  Radiology,  Mem- 
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film  is  more  in  keeping  with  a miliary  TB. 
Also  it  can  occur  with  other  granulomatous 
disease.  If  this  patient  has  tuberculosis  I do 
not  see  old  TB  in  her  apices;  I do  not  see 
enlarged  nodes  in  her  hilum  and  if  she  had 
tuberculosis,  I would  not  have  expected  so 
much  of  an  obstructive  picture.  I would  have 
expected  more  of  a hepatocellular  picture  and 
I would  have  expected  her  to  get  splenomegaly 
and  so  forth.  However,  I do  not  want  to 
rule-out  TB  lightly  and  I will  come  back  to 
that  in  a moment.  Did  the  patient  have  cir- 
rhosis and  was  some  other  iUness  added  to  her 
cirrhosis  to  cause  a rapid  demise?  By  her  his- 
tory, I would  not  think  the  patient  had  Laen- 
nec’s  cirrhosis.  By  her  physical  examination 
we  are  not  told  that  she  had  the  stigmata  of 
Laennec’s  cirrhosis  and  she  has  no  alcoholic 
history.  Laennec’s  cirrhosis  can  occur  in  this 
situation  but  it  is  difficult  to  diagnose.  Her 
history  does  not  reveal  any  history  of  gall- 
bladder disease.  There  is  no  mention  of  food 
intolerance,  no  stones  were  seen  on  the  flat 
plate  and  therefore,  one  would  not  consider 
biliary  cirrhosis.  Could  the  patient  have 
had  post-necrotic  cirrhosis  due  to  perhaps  an 
unrecognized  hepatitis  as  a child  or  young 
person?  If  she  had  post-necrotic  cirrhosis, 
again  we  would  have  to  explain  her  complete 
picture  by  a complicating  process  such  as  a 
hepatoma.  Remember  4%  of  patients  with 
cirrhosis  develop  a hepatoma  and  of  the  various 
types  of  cirrhosis  about  10%  are  post-necrotic 
cirrhosis.  While  it  is  difficult  many  times  to 
diagnose  a hepatoma,  one  would  expect  a 
patient  dying  of  a hepatoma  to  have  an  en- 
largement of  the  liver.  This  patient  by 
description  never  had  a large  liver  but,  on  the 
other  hand,  one  would  expect  some  liver  en- 
largement with  any  type  of  neoplasm  and  so 
that  in  itself  must  not  be  held  against  it.  I 
would  not  expect  this  picture  in  the  lung 
fields  from  a hepatoma  and  because  of  this 
picture  in  the  lung  field  and  the  obstruction  I 
have  not  felt  that  hepatoma  could  be  diag- 
nosed. 

Could  the  patient  have  had  a lymph- 
oma, a Hodgkin’s  kind  of  process  with  lung 
disease,  node  disease  in  the  abdomen  causing 
some  obstruction  of  the  common  duct  and 
perhaps  invading  the  liver?  Again  because  of 


the  completeness  of  the  obstruction  in  this 
case,  I do  not  feel  that  lymph  node  obstruc- 
tion is  as  likely  as  is  tumor  obstruction.  Also 
the  patient  had  no  splenomegaly;  had  no  peri- 
pheral adenopathy.  If  we  consider  obstruction 
as  the  cause  of  jaundice  here,  was  the  obstruc- 
tion due  to  a stone,  a'  neoplasm  or  perhaps  a 
stricture?  As  we  go  along,  her  bilirubin  in- 
creased up  to  20,  her  alkaline  phospatase  de- 
creased to  12.3.  Her  S.G.O.T.  increased  to 
234  and  the  first  S.G.O.T.  that  was  taken  was 
22.  Is  this  S.G.O.T.  consistent  with  obstruc- 
tion? Yes,  while  with  hepatitis  we  hope  it 
would  be  much  higher.  We  do  not  have 
follow-ups  on  whether  or  not  her  stools  ever 
became  dark;  we  are  told  that  her  urinary 
urobilinogen  was  negative.  I wonder  if  at 
any  time  during  her  course,  bile  was  able  to 
get  through?  If  this  occurred,  if  bile  gets 
through,  one  thinks  of  a stone  over  a neo- 
plasm because  complete  obstruction  is  usually 
seen  with  a neoplasm  while  a more  incomplete 
or  partial  obstruction  is  typical  of  the  stone. 
We  do  not  have  a twenty-four  hour  urobili- 
nogen either  and  in  the  absence  of  this  infor- 
mation, it  is  my  impression  that  this  patient 
had  a fairly  complete  obstruction  that  was 
not  intermittent.  Taking  into  consideration 
things  that  could  cause  that — especially  with 
a trace  of  blood  in  her  stool — I think  one  of 
the  first  things  would  be  ampulla  of  Vater 
carcinoma.  Because  this  will  cause  a com- 
plete obstruction  and  it  also  will  cause  some 
blood  in  the  stool.  This  is  a possibility  that 
cannot  be  ruled  out  and  is  not  as  likely  as 
some  of  the  others  to  cause  this  metastatic 
picture  in  the  lung  fields.  Could  she  have  a 
carcinomatous  stomach  that  did  not  cause 
localizing  signs  in  her  stomach  until  she  be- 
came jaundiced  and  then  this  stomach — an 
undifferentiated  lesion — spread  throughout  her 
lung  fields  and  liver?  There  is  a case  record 
in  the  'New  England  Journal  of  Medicine  for 
August  30th,  in  which  this  problem  is  dis- 
cussed. They  mention  that  carcinoma  of  the 
stomach  diffusely  infiltrated  the  lungs  with  a 
lymphangitic  spread.  They  mention  two  meta- 
static organs  for  this,  stomach  and  pancreas, 
and  that  it  does  not  matter  if  the  G.I.  Series 
is  normal.  In  one  of  these  cases  that  they 
allude  to.  Dr.  Castleman  examined  the  speci- 
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men  in  detail  and  only  then  did  he  find  a 
minute  ulceration  which  was  a source  of  the 
anaplastic  carcinoma  of  the  stomach  that 
spread  throughout  the  lung  fields  in  a pic- 
ture something  like  this  case — only  it  was  a 
lymphatic  spread  rather  than  the  hemato- 
logical spread  that  Dr.  Shaw  talked  about. 
How  about  carcinoma  of  the  gallbladder  which 
is  commonly  associated  with  gallstones  and  is 
a more  difficult  diagnosis  to  make  in  the  ab- 
sence of  know  biliary  disease? 

Carcinoma  of  the  pancreas  is  also  a difficult 
diagnosis  to  make.  These  people  may  have 
early  obstruction  or  late  obstruction.  They 
certainly  can  metastasize  through  all  parts  of 
their  body  and  they  can  metastasize  to  the 
lung,  as  this  patient  did.  Is  there  anything  in 
this  patient’s  history  against  carcinoma  of  the 
pancreas?  I think  very  little.  One  thing  I 
was  interested  in  was  the  fact  that  this  pa- 
tient’s alkaline  phosphatase  dropped  as  her 
bilirubin  rose  which  bothered  me  because  I 
would  have  liked  to  have  seen  the  alkaline 
phosphatase  rise  as  her  bilirubin  did,  as  her 
obstruction  became  complete.  However,  in 
Shiff’s  book,  an  article  by  Zollinger  and 
Ellison  states  that  as  liver  disease  worsens 
from  continued  and  longstanding  obstruction, 
the  production  of  alkaline  phosphatase 
by  the  liver  cells  decreases  to  near  nor- 
mal levels  and  may  further  confuse  the 
diagnostic  problem.  Apparently  alkaline  phos- 
phatase can  fall  in  the  face  of  complete  ob- 
struction although  many  times  it  rises.  Cer- 
tainly some  of  the  higher  alkaline  phospha- 
tases we  find  are  in  metastatic  carcinoma  to 
the  liver.  I know  Dr.  Castleman  said  that  if 
the  alkaline  phosphatase  is  over  500,  this  sig- 
nifies carcinoma  in  the  liver  until  proven  other- 
wise. 

In  addition  to  neoplasms  in  this  area  ob- 
stmcting  her  common  duct,  perhaps  a stric- 
ture did  the  job  or  perhaps  nodes.  I do  not 
think  that  is  likely  because  of  the  complete- 
ness of  the  obstruction  that  I have  visualized 
in  this  case.  We  are  told  that  by  her  terminal 
illness,  the  gallbladder  became  palpable  and 
then  ascites  became  obvious.  A palpable  gall- 
bladder would  not  be  expected  to  occur  in 
cholecystitis,  because  the  diseased  gallblad- 
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der  is  a thickened  gallbladder  and  does 
not  swell;  whereas  a gallbladder  obstructed  by 
carcinoma  is  a bealtby  thin-walled  gallbladder 
and  it  will  swell  and  this  is  one  sign  we  al- 
ways look  for.  I noticed  the  interesting  word- 
ing of  this  statement:  “An  impression  of  the 
distended  gallbladder  was  entertained.”  This 
is  not  quite  as  definite  as  one  would  like  but 
about  typical  for  a CPC  statement.  Certainly 
with  the  enlargement  of  the  gallbladder  oc- 
curring in  this  situation,  it  tremendously  in- 
creased the  possibility  of  an  obstruction  of  the 
common  duct  due  to  cancer.  Ascites  can 
occur  in  many  terminal  conditions.  It  cer- 
tainly can  occur  in  tuberculosis,  spreading  to 
the  peritoneal  cavity;  it  can  occur  in  cirrhosis; 
it  can  occur  with  malignancy. 

The  patient  had  a paracentesis,  shortly  af- 
terward went  into  coma  and  two  days  later, 
death.  One  wonders  if  the  paracenteses  pre- 
cipitated the  coma  and  the  death.  This  is 
certainly  possible  with  the  drain  of  electro- 
lytes and  the  drain  of  albumin.  It  is  a pos- 
sibility in  this  case  although  I do  not  think 
death  was  hastened  by  many  hours.  This 
type  of  death — from  liver  failure — can  occur 
with  any  of  her  major  diagnoses  here  and  I 
do  not  think  that  it  puts  it  specifically  in  any 
category.  As  I look  back  on  this  case,  I think 
the  patient  had  obstructive  jaundice  and  I 
think  her  obstructive  jaundice  was  due  to 
cancer  and  the  most  likely  bet  in  this  situation 
was  cancer  of  the  pancreas  that  caused  ob- 
structive jaundice  and  spread  throughout 
many  parts  of  her  body,  including  her  lung 
fields.  Actually  I would  be  a little  happier 
about  her  chest  x-ray  if  this  was  more  typical 
of  a lymphatic  rather  than  hematological 
spread — and  the  x-ray  surprises  me  a bit — I 
still  feel  that  this  in  my  mind  is  the  most 
likely  event.  The  fact  that  the  chest  x-ray 
looks  more  miliary  than  I thought  makes  me 
worry  about  tuberculosis. 

In  the  ISlew  England  Journal  of  Medicine, 
the  discusser  felt  that  in  this  situation 
these  people  should  be  put  on  INH, 
PAS  and  streptomycin  because  you  could  not 
fully  rule-out  tuberculosis  and  this  would 
safeguard  your  patient.  The  chest  x-ray 
makes  me  lean  more  toward  that  possibility 
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with  the  ascites  terminally  due  to  AFB  in  the 
peritoneum  and  certainly  the  staff  was  wise 
to  tap  this  fluid  and  to  culture  it.  If  the 
smear  was  positive  for  tuberculosis,  we  have 
to  be  sure  this  was  the  main  actor  here  or — 
could  she  have  had  a carcinoma  and  died  with 
a terminal  tuberculosis.  Secondly,  if  they  find 
cancer  cells  in  her  peritoneal  fluid,  this  has 
significance  only  as  long  as  we  do  not  have 
cirrhosis  because  we  have  seen  so  many  false 
positive  Pap.  smears  of  peritoneal  fluid  in  pa- 
tients with  cirrhosis.  So  even  if  we  have  a 
positive  Pap.  smear,  we  still  would  have  to 
think  about  it  as  truly  a carcinoma  or  whether 
these  cells  could  be  from  her  cirrhosis.  I think 
I will  stop  here  with  my  diagnosis  and  would 
like  you  to  make  any  comments  you  like.  I 
would  be  delighted  if  you  would  question  my 
reasoning. 

Dr.  Emo:  I would  like  to  say  to  Dr.  Vander- 
vort  that  he  was  up  the  right  path  and  that 
the  paracentesis  fluid  failed  to  show  any  acid- 
fast  bacilli  but  was  Pap.  Class  V,  suggesting 
that  the  patient  had  neoplasm  at  least  in  her 
peritoneal  fluid.  Are  there  any  comments  to 
be  made  or  questions? 

*Dr.  Abbiss;  Dr.  Emo  said  we  were  able  to 
say  that  the  cells  in  the  fluid  were  definitely 
malignant  because  of  Pap  V which  is  rather 
like  “burning  our  boats.”  When  we  say  V we 
mean  we  are  convinced  that  they  are  malig- 
nant, and  furthermore  in  this  case — because 
of  the  rather  large  vacules  which  we  interpreted 
completely  as  vacules — we  went  a step  further 
and  said  it  was  probably  a carcinoma  of 
glandular  type.  So  we  thought  these  cells 
were  malignant  and  they  were  derived  from 
some  variety  of  adenocarcinoma. 

Dr.  Vandervort:  This  patient  does  not 
represent  the  typical  case  of  cancer  of  the 
pancreas  that  I have  seen.  Usually  we  have 
a liver,  like  our  patient  on  the  ward  service 
now,  which  is  hard  with  nodules,  and  I 
would  expect  the  average  case  to  have  more 
liver  involvement.  Why  this  has  not  occurred 
in  this  patient — I can  only  say  that  it  does 
happen  as  in  the  case  of  the  stomach  and  pan- 
creas as  I quoted  to  you.  A small  lesion  can 

^Joseph  W.  Abbiss,  M.D.  is  Director,  Department  of  Pathology, 

Memorial  Hospital. 


spread  widely  without  a large  originating 
focus.  I will  also  admit  that  in  most  cases 
I have  seen,  the  liver  has  been  much  more  in- 
volved than  in  this  case — but  in  spite  of  that 
I take  this  stand..  But  look  at  her  lung  fields 
and  see  if  her  cancer  was  this  fast-moving.  I 
can  also  see  it  enter  adrenal  glands  and  per- 
haps in  her  brain  and  elsewhere  so  I think  it’s 
cancer.  Also  you  wonder  about  how  long  she 
was  really  sick  before  she  came  to  the  hospital. 
She  said  she  was  perfectly  well,  but  we  have 
a lady  upstairs  now  with  lobar  pneumonia 
who  still  insists  that  she  has  never  been  sick 
and  so  forth.  Sometimes  on  the  history  it  is 
awfully  hard  for  patients  to  admit  to  the  fact. 

Dr.  Lazarus:  A few  additional  points  in 
the  history  that  might  be  helpful;  the  PPD 
was  negative.  A G.I.  Series  made  a week 
before  admission  showed  no  evidence  of  a 
lesion  in  the  stomach,  duodenum  or  encroach- 
ment on  the  duodenal  sweep.  Her  lung  fields 
were  clear  to  percussion  and  auscultation 
throughout  her  illness  and  her  stools  were 
acholic  throughout  her  hospital  stay.  ' 

Dr.  Vandervort:  That  is  very  helpful.  One 
other  thing  occurred  to  me — carcinoma  of 
the  lung,  but  I did  not  feel  this  patient  had  it 
for  several  reasons.  One  reason  is  that  I 
would  like  to  see  primary  carcinoma  of  the 
lung  associated  with  hilar  adenopathy.  This 
particular  picture  is  not  too  common  with 
it  although  carcinoma  of  the  lung  is  another 
one  where  you  can  have  a minute  primary 
and  have  carcinoma  everyplace.  I do  not 
think  the  patient  had  carcinoma  of  the  lung 
and  this  is  also  a difficult  carcinoma  to  rule- 
out. 

Dr.  Emo:  I take  it,  therefore,  that  you  stick 
to  your  diagnosis  of  carcinoma  of  the  head 
of  the  pancreas.  Any  further  comments? 

*Dr.  Lang:  I cannot  miss  an  opportunity  to 
say  something,  especially  to  one  of  these 
frightening  microphones.  I just  want  to 
comment — not  about  the  diagnosis  particu- 
larly— but  about  the  chest  x-ray  and  what 
one  would  think  of  if  he  saw  just  the  x-ray 
of  the  chest.  This  is  a sort  of  reverse  twist 
of  the  diagnosis.  I agree  with  Dr.  Shaw.  This 
has  all  the  characteristics  of  a hematogenous 

*Leonard  P.  Lang.  M.D.  is  Chief  of  Medicine,  Memorial  Hospital. 
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and  not  a lymphangitic  spread.  I assume 
clinically  this  was  true  also.  The  patient  was 
not  stated  to  have  any  respiratory  distress 
and  I think  the  lymphangitic  spread  is  one  of 
the  most  distressing  symptoms  of  dyspnea  that 
can  take  place  in  this  type  of  carcinoma 
I would  not,  off  hand,  think  of  carcinoma  of 
the  pancreas  or  of  the  stomach  giving  a repre- 
sentative picture  of  this  sort.  Sometimes 
tumors  such  as  hepatomas  can  spread  by 
direct  invasion  of  the  vein  itself  but — prin- 
cipally in  the  carcinoma  group— I would  think 
of  tumors  of  the  genitourinary  tract,  kidneys, 
testicle,  bladder  and  so  forth  and  so  on. 
These  have  the  propensity  to  spread  via 
blood  vessels.  Also,  we  cannot  forget  sarcoma 
which  spreads  this  way  principally.  I think 
that  none  of  these  things  explain  the  other 
symptoms  particularly,  unless  one  wants  to  tie 
in  things  such  as  perhaps  the  obstruction  that 
is  caused  by  lymph  node  enlargement  in  the 
porta  hepatis.  If  that  were  so,  then  of  course, 
your  choice  of  tumors  would  be  widespread. 
Again,  I think  there  is  no  reason  to  think 
of  tuberculosis  and  since  this  is  true,  it  prob- 
ably will  turn  out  to  be  tuberculosis,  but  I 
would  agree  that  tumor  is  the  primary  suspect 
here — although  I cannot  come  any  closer  than 
this  As  an  off  hand  guess,  I would  say  that 
it  was  not  carcinoma  of  the  pancreas  without 
a better  substitute,  merely  from  the  chest  x-ray 
standpoint. 

Dr.  Vandervort:  I think  that  this  point  is 
an  important  one  and  perhaps  the  key  to  the 
diagnosis  is  the  hematogenous  spread.  I 
think  by  hematogenous  spread  alone,  I would 
have  been  more  interested  in  the  kidneys  and 
things  of  that  sort  but  I did  not  like  the  type 
of  obstruction  here  and  because  of  that  I went 
ahead  with  my  diagnosis  of  carcinoma  of  the 
pancreas  anyway,  although  I would  have  liked 
to  have  seen  the  lymphatic  type  of  spread  in 
the  lungs. 

Dr.  Emo:  If  there  is  no  further  comment 
I will  ask  Dr.  Abbiss  to  come  up  here  and 
give  us  the  final  diagnosis  and  pathological 
picture. 

Dr.  Abbiss:  I would  like  to  say  that  Dr. 
Vandervort  has  done  very  well  with  the  ma- 


terial available  and  this  case  surprises  all, 
even  the  pathologist. 

Perhaps  I can  open  up  by  quoting  from  a 
sentence  with  which  Dr.  Willis  opens  one 
chapter  in  his  book  on  tumors.  He  said  that, 
‘‘'Pulmonary  carcinoma  is  of  special  clinical 
and  pathological  interest  because  of  the  fre- 
quent difficulties  and  errors  of  diagnosis  which 
it  occasions,  its  variety  of  structure  and  its 
abundant  metastases.”  This  was  a case  of 
pulmonary  carcinoma.  The  patient  did  have 
two  chronic  duodenal  ulcers  which  might 
well  have  been  the  cause  of  the  blood  in  the 
stools.  The  slides  show  the  two  chronic  ulcers 
and  off  to  one  side  a small  piece  of  the  liver. 
The  liver  was  1400  grams  in  weight  and  it  was 
markedly  bile-stained,  the  picture  of  obstruc- 
tive type  jaundice;  again  sections  from  the 
liver  showing  the  bile-staining  and  bile-plug- 
ging characteristics  of  obstructive  jaundice. 
The  liver  did  not  contain  metastasis.  Another 
slide  shows  both  lungs  were  heavy,  weighing 
about  800  grams  each,  and  both  show  multiple 
nodules  located  subpleurally  and  actually  ex- 
tending through  the  pleura  and  onto  the  sur- 
face, giving  rise  to  the  formation  of  fluid  in 
the  pleural  cavity.  On  cut  section,  these  lungs 
had  a peculiar  mucoid  sticky  appearance  which 
is  rather  characteristic  of  a type  of  broncho- 
genic carcinoma  known  as  bronchiolar  car- 
cinoma. At  autopsy,  on  gross  examination, 
this  is  often  a clue  to  the  diagnosis.  The  only 
other  type  of  lung  to  give  you  this  sticky 
mucoid  excretion  or  secretion  is  the  Fried- 
lander  type  of  pneumonia.  There,  one  does 
not  see  this  nodular  appearance,  one  sees  the 
appearance  of  a diffuse  pneumonic  process. 

We  did  frozen  sections  at  the  time  of  the 
autopsy  because  of  this  peculiar  appearance 
and  we  found  that  it  was  an  adenocarcinoma 
compatible  with  bronchiolar  carcinoma.  The 
permanent  sections  show  the  structure  of  this 
lesion.  (Figure  2.)  We  see  the  alveolar  wall 
and  the  rather  peculiar  way  in  which  the 
tumor  cells  replace  the  lining  membrane  or 
grow  along  it;  slightly  higher  up,  showing  the 
tall  columnar  tumor  cells.  A muscin  stain 
shows  the  reason  for  the  sticky  nature  of  the 
lung;  you  see  within  the  alveoli  this  positive 
staining  mucinous  material  present  within  the 
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Figure  2 


tumor  cells.  This  then  is  a case  of  bronchiolar 
or  alveolar  cell  carcinoma  of  the  lungs,  bila- 
teral, probably  with  hematogenous  spread  al- 
though some  people  think  it  may  be  of  multi- 
centric origin.  As  to  the  spread  of  this  par- 
ticular lesion,  there  were  lesions  within  the 
pleura  and  on  the  surface  of  the  diaphragm. 
Both  the  pleural  surface  and  the  peritoneal 
surface  and  the  peritoneum  were  dotted  with 
innumerable  small  nodules  of  tumor  tissue 
which  had  given  rise  to  the  ascites.  The  pa- 
tient had  fluid  in  the  abdomen  at  the  autopsy 
and  undoubtedly  the  cells  we  saw  in  this  fluid 
were  coming  from  this  tumor,  so  she  had  a 


serosal  type  of  spread.  At  the  autopsy  we 
found  the  gallbladder  small  and  contracted.  it 

The  porta  hepatis  was  the  seat  of  a dense  | 

fibrous  reaction  and  at  the  time  of  the  gross 
examination,  we  were  not  sure  just  what  the 
obstruction  was  due  to.  We  could  pass  a probe 
through  the  ducts  but  with  some  difficulty. 
Now  microscopically,  the  reason  for  this  is 
fibrosis  in  the  region  of  the  bile  ducts,  par-  | 
ticularly  the  right  hepatic  bile  duct.  A dense 
fibrous  reaction  showed  we  have  the  same  j 

tumor  present  in  this  region.  I think  her  oh-  i 

struction  was  due  to  this  tumor  metastases 
around  the  porta  hepatis  compressing  these 
bile  ducts  which  about  sums  up  the  major 
findings  at  the  autopsy. 

Dr.  Parvis:  This  lady  came  to  see  me  ap-  ; 
proximately  six  weeks  prior  to  admission  to  ' 
the  hospital.  Her  presenting  symptom  was 
only  one — complete  anorexia.  A physical  ex-  i 

amination  done  at  that  time  was  completely  ; 

non-revealing  as  to  cause.  A G.I.  study  was  ! 

done  within  the  following  week  and  the  find- 
ings at  that  time  were  compatible  with  either  j 
those  of  duodenal  ulcer  or  at  least  duodenitis.  j 
She  was  treated  for  this  and  put  on  an  active  i 
ulcer  regimen.  Other  lab.  findings  and  survey  ! 
at  that  time  were  negative.  It  was  only  shortly  | 
thereafter,  that  she  came  in,  approximately 
ten  days  (but  not  more  than  two  weeks  and 
I guess  about  just  three  weeks  before  ad- 
mission or  shortly  before  admission  to  the 
hospital)  with  complaints  of  acholic  stools,  and 
anorexia.  She  showed  a little  bit  of  icteric 
tint  of  her  sclerae  at  that  time;  there  was  no 
jaundice  of  her  skin.  This  jaundice  developed 
very  rapidly  thereafter,  and  her  complete  i 
course  from  the  time  of  admission  to  the  | 
hospital  to  the  time  of  her  demise  was  ex-  | 
tremely  rapid  and  downhill.  I do  not  know  | 
as  I can  add  anything  more.  I want  to  con- 
gratulate Dr.  Vandervort  on  the  completeness 
of  his  differential  diagnosis. 


REMINDER:  Annual  Meeting  of  the  A.M.A. 


is  June  16-20,  Atlantic  City 
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GASTRO-COLIC  FISTULA 

Secondary  to  Cancer  of  the  Transverse  Colon 


• A nine  year  follow-up  on  a case  first  published 
in  this  Journal  in  1954,  documents  the  only  re- 
ported long-term  survival  to  date. 


H.  S.  Rafal,  M.D. 


This  paper  is  presented  as  a final  report  of 
a case  which,  by  virtue  of  this  presentation, 
is  apparently  the  only  reported  long-term  sur- 
vival of  definitive  resection  for  gastro-colic 
fistula  resulting  from  cancer  of  the  transverse 
colon. 

In  a recent  publication,  Cohen,  Zaslow,  For- 
tner and  Gordon  reported,  “Only  18  success- 
fully resected  cases,  primary  in  the  colon,  have 
been  reported  in  the  literature.  Four  died  in 
the  postoperative  period;  seven  had  no  follow- 
up information,  and  five  died  in  one  to  four 
at  the  end  of  one  year  with  no  further  follow- 
up information,  and  five  died  in  one  to  four 


Dr.  Rafal  is  Attending  Chief  of  Surgery,  Memorial  Hospital, 
Wilmington. 


years.”  In  the  same  paper,  the  authors  state, 
“A  prolonged  survival  is  yet  to  be  reported.” 

One  of  the  cases  referred  to  above  was  pub- 
lished in  this  Journal  in  the  April  issue,  1954. 
Eight  years  after  resection,  the  patient  died  a 
violent  death  while  skin-diving.  All  attempts 
to  obtain  a written  report  of  the  coroner’s 
autopsy  were  in  vain.  However,  members  of 
his  family  told  me  that  they  were  given  to 
understand  that  no  recurrent  or  residual  can- 
cer was  found. 

It  appears  worthwhile  to  document  such  a 
survival  so  that  an  aggressive  surgical  attitude 
toward  similar  lesions  may  be  maintained  with 
more  optimism  than  the  record  heretofore 
warranted. 


NATIONAL  HOSPITAL  WEEK 


Physicians  and  their  medical  associations 
have  been  invited  to  participate  in  and  help 
promote  the  1963  annual  observation  of  Na- 
tional Hospital  Week,  May  12-18,  by  the 
American  Hospital  Association. 

This  year’s  theme  stresses  the  hospital  as 
a career  center  for  America’s  youth  and  offers 
an  excellent  opportunity  to  re-emphasize  our 
own  continuing  programs  of  medical  student 
recruitment. 


With  the  need  for  hospital  personnel  in- 
creasing as  the  demand  for  medical  and  hos- 
pital care  rises,  this  observance  is  part  of  a 
nation-wide  effort  by  all  hospitals  to  call 
attention  to  the  diversity  of  hospital 
careers. 

Facing  this  page  is  an  insert  showing  the 
tray-favor  which  will  be  distributed  to 
hospital  patients  during  National  Hospital 
Week. 
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CASE  REPORT  OF  AN  UNUSUAL 
CONGENITAL  MALFORMATION 


* In  view  of  the  rarity  of  pulmonary  atresia  with 
intact  ventricular  septum  (so-called  “functional 
two-chambered  heart”)  the  author  reports  this 
case  because  of  the  few  descriptions  available  in 
medical  literature. 

J.  C.  VAN  Landuyt,  M.D. 


A white  infant  girl  was  born  after  38  weeks 
of  uneventful  gestation  from  a mother  gravida 
3,  para.  2.  Delivery  was  by  Caesarian  section, 
indications  being  previous  Caesarian  section 
carried  out  for  placenta  previa.  The  baby’s 
condition  was  satisfactory  at  birth.  However, 
shortly  afterwards,  a Grade  III-IV  systolic 
murmur  was  noted  over  the  heart  region  and 
cyanosis  occurred  while  crying.  Some  sternal 
retraction  was  present.  A diagnosis  of  con- 
genital heart  malformation  was  made,  possibly 
associated  with  hyaline  membrane  disease. 
Symptomatic  treatment  was  instituted.  How- 
ever, the  baby  failed  to  improve  and  expired 
thirty  hours  after  delivery. 

A Description  Of  The  Heart  At  Autopsy 

Within  the  thoracic  cavity  the  heart  pre- 
sented a somewhat  bulbous  appearance,  being 
slightly  larger  than  normal.  The  pericardium 
contained  a minimal  amount  of  straw-colored 
fluid.  On  external  examination  the  auricles 
and  ventricles  appeared  within  normal  limits. 


Figure  1 

Schematic  drawing 
of  fused  valvular 
cusps. 


Dr.  van  Landuyt.  1962  Senior  Resident  in  Pathology,  Memorial 
Hospital,  has  returned  to  his  home  in  Kortryk,  Belgium. 


Sectioning  the  great  vessels  revealed  them  to 
be  in  the  normal  anatomical  position.  On 
opening  the  right  auricle  the  foramen  ovale 
was  seen  to  be  larger  than  normal  in  size,  oval 
shaped  and  measuring  0.7  and  0.5.  cm  re- 
spectively in  its  greatest  diameters.  The  tri- 
cuspid valve  appeared  small,  the  valvular  cusps 
being  slightly  thickened  by  a yellowish  white 
fibrous  appearing  material.  On  opening  the 
right  ventricle,  the  wall  was  seen  to  be  hyper- 
trophied measuring  up  to  0.9  cm  in  thickness. 
The  color  of  the  muscle  was  a yellowish  pink 
to  yellowish  brown  and  slightly  paler  than 
normal.  The  right  ventricular  chamber  was 
smaller  than  normal  and  collapsed,  its  greatest 
diameter  not  exceeding  0.5.  cm.  A minimal 
amount  of  blood  clot  was  present.  The  ven- 
tricular septum  was  intact.  The  pulmonary 
valve  cusps  were  fused  to  form  a diaphragm- 
like membrane,  the  line  of  fusion  situated  at 
the  site  of  the  margins  of  the  cusps,  having 
the  appearance  of  fibrous  strings  converging 
towards  the  center  and  fusing  into  a small 
triangle.  (Fig.  1)  The  left  side  of  the  heart 
was  within  normal  limits  except  for  the  larger 
than  normal  inter-auricular  foramen.  Both 
the  mitral  and  aortic  valves  were  within 
normal  limits.  The  ductus  arteriosus  measured 
0.5.  cm  in  length  and  was  of  a rather  large 
caliber,  its  diameter  measuring  up  to  0.4  cm. 
(Reference;  Autopsy  No.  122-59,  The  Mem- 
orial Hospital) 

Discussion 

The  pathological  physiology  of  the  malfor- 
mation described  is  similar  to  that  of  the  Te- 
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trology  of  Fallot  with  severe  stenosis  or  atre- 
sia of  the  pulmonary  artery.  The  right  to 
left  shunt  in  the  case  presented  flows  through 
the  foramen  ovale  into  the  left  auricle  and 
thence,  mixed  with  oxygenated  blood  from  the 
pulmonary  veins,  into  the  arterial  circulation. 
The  pulmonary  circulation  depends  entirely 
upon  a shunt  through  the  ductus  arteriosus. 
(Fig.  2) 

Cyanosis  is  a frequent  sign.  Diagnostic  aids 
include  auscultation,  electrocardiography, 
cardio-angiography,  and  cardiac  catheteriza- 
tion. 

Undoubtedly,  the  advances  in  cardiac  sur- 
gery and  the  amenability  of  this  condition  to 
surgical  intervention — limited  to  pulmonary 
valvotomy — enhance  the  importance  of  ac- 
curate and  early  diagnosis. 


MEDICAL  DEVELOPMENT— 1962 

A poll  of  the  specialty  sections  of  the  AMA  revealed  vast  development  in  a 
wide  field  of  medical  sciences: 

The  long-heralded  breakdown  of  the  genetic  code — intertwined  in  a thread-like 
molecule  of  deoxyribonucleic  acid  (DNA)  is  firmly  underway. 

A blood  test  was  devised  by  Robert  Guthrie,  M.D.,  University  of  Buffalo,  to 
determine  at  birth  whether  an  infant  suffers  from  phenylketonuria  (PKU). 

A development  which  may  lead  to  a general  breakthrough  in  medicine  was  the 
discovery  of  a drug  capable  of  curing  a virus  disease.  Proof  was  offered  by 
Herbert  E.  Kausman,  M.D.,  University  of  Florida,  that  application  of  the  drug 
5-iododeoxyuridine  killed  the  herpes  simplex  virus,  which  invades  the  cornea 
of  the  eye  and  may  cause  blindness. 

Another  developing  field  was  that  of  medical  transplants-replacing  worn  and 
diseased  parts  with  those  of  another  person.  Proof  that  the  thymus  gland  is 
the  seat  of  the  body’s  defense  mechanism,  which  rejects  transplants,  triggered 
hope  that  the  manipulation  of  the  gland  and  its  secretions  may  make  successful 
transplants  possible. 

Specialists  developed  two  methods  of  stimulating  failing  hearts:  one  process, 
using  an  electrical  shock  to  make  the  heart  continue  beating,  another  using 
chemical  stimulators  implanted  within  the  heart  muscle.  It  was  found  that  bits 
of  spleen,  which  are  rich  in  blood  vessels,  will  take  root  when  grafted  to  the 
muscle  and  thus  increase  the  supply.  Also  pioneered  was  the  diversion  of  a 
chest  artery  to  the  heart  muscle. 

Significant  in  the  field  of  ear  surgery  was  development  of  replacing  vital  middle 
ear  parts  with  plastic  or  stainless  steel. 

Hypothermia  was  given  wider  use  by  surgeons  during  the  year — particularly 
when  operating  on  vital  organs  such  as  the  heart  and  brain. 

Super  cold,  at  nearly  400°  below  freezing,  became  a medical  tool  during  the 
year.  Irving  S.  Cooper,  M.D.,  New  York  City,  has  been  able  to  stop  the  tremor 
and  rigidity  associated  with  Parkinson’s  Disease  by  freezing  a small  area  deep 
within  the  brain.  Another  freezing  technique  devised  by  Owen  Wangenteen, 
M.D.,  University  of  Minnesota,  showed  success  in  treating  peptic  ulcers  by 
attaching  a balloon  to  a tube,  placing  it  in  the  patient’s  stomach,  and  infiating 
it  with  a coolant. 
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The  Beginning 

In  1887,  a movement  which  had  been  under 
consideration  for  many  years,  culminated  in 
a definite  plan  to  establish  a hospital  that 
would  meet  the  needs  of  the  growing  city  of 
Wilmington. 

Prior  to  this  time,  the  only  hospital  existing 
in  the  area  had  been  the  Tilton  Army  Hos- 
pital organized  in  1862,  providing  380  beds, 
primarily  to  care  for  Civil  War  casualties. 
This  temporary  structure,  torn  down  after 
the  war,  served  the  Delaware  soldier  ade- 
quately and  its  benefits  may  have  sown  seeds 
in  the  public  mind  of  the  value  of  a hospital 
in  medical  and  surgical  care  of  the  patient. 
Most  physicians  of  this  period  used  saddle 
horses  to  travel  the  existing  roads  of  mud 
or  baked  clay.  After  making  a long  ride  to 
the  farm — fortified  with  a saddle  bag  full  of 
medical  supplies  and  a slicker  for  bad  weather 
— the  doctor  was  frequently  expected  to  treat 
the  sick  family  cow  before  climbing  upstairs 
to  see  his  patient.  Seriously  ill  patients  could 
be  treated  in  their  homes  in  a room  set  aside 
for  that  purpose  (if  they  were  that  well  off)  or 
taken  to  Philadelphia  or  Baltimore — a tedious 
trip  by  train  or  boat — for  hospital  care.  By 


the  1880’s,  when  Wilmington  superseded  the 
town  of  New  Castle  as  county  seat,  the  physi- 
cian could  travel  in  his  wheeled  buggy  on 
roads  paved  with  cinders,  oyster  shells  or 
crushed  stone. 

As  early  as  1871,  a bill  was  passed  in  the 
county  legislature — brought  about  by  pressure 
of  both  the  public  and  industrial  group — grant- 
ing a charter  to  found  a city  nospital  in  Wil- 
mington. A committee  was  formed,  a suitable 
building  obtained  on  an  option  basis  (used 
for  a short  time  as  a dispensary)  but  the  true 
nature  of  the  charter  was  never  carried  out. 
The  City  Council  by  another  Act  failed  to 
appropriate  the  money  for  its  purchase;  the 
option  money  was  apparently  forfeited  and 
the  building  sold.  In  1897,  A.  Maull,  M.D., 
delivered  a paper — previously  published  by 
request  in  1872 — before  the  Society  of  Friends 
Social  Lyceum  in  Wilmington,  dealing  with  the 
founding  of  a municipal  hospital  as  a neces- 
sity. 

The  Homeopathic  Controversy 

Up  to  this  time,  the  introduction  of  homeo- 
pathy had  been  resisted  in  the  state  of  Dela- 
v/are  by  regular  practitioners  as  it  had  been 
elsewhere  in  the  Union.  The  struggle  between 
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the  two  schools  of  medicine  bears  scars  that 
are  still  felt  under  the  surface  today.  The 
pioneering  J.  C.  Gosewich,  M.D.,  first  of  this 
school  to  practice  in  Delaware,  finally  in- 
fluenced the  state  legislature  to  pass  a bill 
permitting  homeopathic  physicians  to  prac- 
tice here.  By  1878  they  numbered  20 — the 
most  prominent  being  Caleb  Harlan,  M.D. — 
under  whose  guidance  homeopathic  medicine 
gained  more  recognition.  After  two  fruitless 
attempts  to  form  a state  society  they  achieved 
success  in  1883  and  founded  the  Homeopathic 
Society  of  Delaware  and  Penninsula. 

The  Incentive 

When  the  movement  got  under  way  in  1887 
to  actually  establish  the  much  needed  hos- 
pital for  Wilmington,  those  individuals  who 
were  in  sympathy  with  homeopathic  medicine 
were  startled  to  learn  that  it  was  not  the 
intention  of  those  most  prominently  connected 
with  the  new  enterprise  to  permit  homeopathic 
physicians  to  practice  in  the  proposed  hospital. 
This  caused  considerable  resentment  among 
those  who  favored  homeopathy;  among  whom 
were  Mr.  and  Mrs.  J.  Taylor  Cause,  prom- 
inent residents  of  Wilmington. 


Two  important  meetings,  effecting  the  de- 
velopment of  Memorial  Hospital  of  today,  took 
place  in  November  of  that  year,  1887.  At  the 
suggestion  of  Mrs.  Cause  a meeting  was  held 
on  the  15th  at  which  27  women  were  selected 
by  the  Homeopathic  Society  to  organize  a 
separate  group  for  the  purpose  of  establishing 
a homeopathic  hospital  under  the  following 
provisions:  patients  needing  medical  or  sur- 
gical care  were  to  be  treated  without  regard 
to  age,  sex,  color  or  religious  belief;  care  was 
to  be  rendered  on  the  basis  of  remuneration 
from  those  able  to  pay  for  services  received — 
or  free  of  charge,  to  the  indigent.  This  group 
of  women  subsequently  became  a board  of 
managers  with  full  power  to  control  the  con- 
duct, care  and  management  of  the  hospital 
and  grounds.  Mrs.  Cause  headed  this  board 
in  addition  to  the  newly  formed  Ladies  Aid 
Society — an  auxiliary  to  the  Homeopathic 
Society  of  Delaware — which  immediately  en- 
listed the  financial  and  moral  support  of  many 
in  Wilmington  to  further  the  plan  for  a homeo- 
pathic hospital.  On  November  26,  Mr.  Cause 
addressed  a meeting  of  the  Homeopathic 
Society  and  its  auxiliary  offering  to  purchase 
a buUding  on  the  corner  of  Van  Buren  Street 
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EARLY  CORRESPONDENCE 

Letter  written  July  31,  1889,  ad- 
dressed to  the  Board  of  Man- 
agers of  the  Homeopathic  Hos- 
pital Association  by  order  of 
Mrs.  Cause,  has  a notable  first 
sentence. 

(Photostatic  copy  of  letter  courtesy 
of  Delaware  Historical  Society.) 
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and  Shallcross  Avenue — known  as  Pusey 
Heald’s  Hygeian  Home — and  give  it  to  the 
association  rent  free  for  a year  with  an  option 
to  purchase  it  at  that  time.  Within  seven 
days  the  offer  was  accepted  and  sufficient 
funds  were  secured  to  warrant  the  immediate 
occupation  of  the  building.  The  process  of 
equipping  it  for  hospital  uses  was  begun. 

The  former  Hygeian  Home,  built  as  a pro- 
prietary institution  which  had  admitted  over 
7,000  patients  in  its  15  years  of  existence,  con- 
tained many  obstacles  to  the  dispensing  of 
good  hospital  service;  there  were  no  elevators, 
patients  being  carried  up  and  down  stairs  on 
stretchers;  private  rooms  were  scattered  along 


the  upper  floor  in  an  inconvenient  arrange- 
ment; the  wards  in  an  adjoining  wing  con- 
tained few  beds  and  less  privacy.  This  was 
the  building  that  formally  opened  its  doors  as 
the  Homeopathic  Hospital  to  admit  patients 
on  February  10,  1888. 

Statistics  submitted  to  the  state  legislature 
at  the  time  of  the  incorporation  of  the  insti- 
tution, on  January  31,  1889,  showed  that  dur- 
ing the  first  nine  months  of  operation  the 
hospital  had  served  73  resident  patients  and 
198  dispensary  cases.  Mr.  Cause  served  as 
first  Chairman  of  a nine-man  Board  of  Trus- 
tees. During  that  first  year,  he  and  Mrs. 
Cause  contributed  substantially  to  the  re- 
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!'uil  page  advertisement  on  the  front  page  of  the  Woman’s 
lidition  as  it  appeared  in  the  Journal  Every  Evening,  dated 
i\pril  13,  1895  was  intended  to  invite  public  interest. 
Niote  the  individual  advertisements  of  Wilmington  Phy- 
;icians. 


Mr.  J.  Taylor  Cause — 
First  President  of  the 
Board  of  Trustees. 


Mrs.  J.  Taylor  Cause 
— First  President  of 
the  Board  of  Man- 
agers. 


modeling  of  the  hospital  and  in  April,  1889, 
built  and  gave  to  the  hospital  a pavilion-type 
addition  with  elevators.  Neither  the  original 
building  nor  this  first  addition  are  in  existence 
now.  An  outstandng  debt  of  $9,000  for  re- 
modeling costs,  remaining  at  the  close  of  1889, 
was  paid  with  a donation  by  Anne  and  Mary 
Lattimer. 

The  First  25  Years — 1888-1913 

In  these  early  days  the  Homeopathic  Hos- 
pital had  a horsedrawn  ambulance — usually 
driven  by  Mr.  Martin,  the  Negro  janitor — 
equipped  with  a loud  bell  which  would  ring 
from  the  point  where  the  patient  was  picked 
up  until  the  patient  was  delivered  to  the 
emergency  room. 

A training  school  for  nurses,  inauguerated 
in  March,  1889,  became  the  first  nursing  school 
in  Delaware.  Its  first  commencement  exercise 
was  held  in  October,  1894,  with  five  graduates. 
One  name  that  stands  out  in  the  early  records 
is  that  of  Miss  Alida  Turner,  graduate  nurse, 
who  succeeded  Miss  Mary  White  as  the  second 
Superintendent  of  Nurses.  During  her  22 
years  of  service  she  has  been  referred  to  as 
a ‘tower  of  strength”  and  a guiding  influence 
in  better  standards  of  education.  Her  en- 
couragement was  responsible  for  the  organiza- 
tion of  the  Homeopathic  Alumnae  Association 
— with  23  charter  members,  which  today  has 
a roster  of  424  members  under  its  present 
title,  the  Alumnae  Association  of  Memorial 
Hospital. 

It  is  a matter  of  record  that  there  have  been 
but  three  chiefs  of  the  medical  department 
during  the  first  45  years.  The  first  was  Dr. 
August  Negendank,  born  in  Mecklenburg- 
Schwerin;  graduate  of  the  Philadelphia  Col- 
lege of  Medicine — who  directed  this  service 
until  his  death  and  was  succeeded  by  his  son. 
Dr.  Egmont  T.  Negendank.  Upon  the  latter’s 
death.  Dr.  Frank  F.  Pierson  was  elected  and 
served  until  1934 — remaining  as  consultant  to 
his  successor.  Dr.  Julian  Adair. 

Contributions  from  the  hospital’s  bene- 
factors in  1904-05,  erected  the  earliest  existing 
building  — for  private-room  patients  — facing 
Van  Buren  Street.  It  was  not  until  1910  that 
the  first  intern  was  installed.  Until  then. 
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every  physician  on  the  staff  was  on  a 24-hour 
call  and  administered  the  anesthetic  when 
required. 

The  Second  2.5  Years— 1913-1938 

The  year  1917  marked  the  enlargement  of 
the  private  room  building  where  the  first 
continuous  x-ray  work,  under  the  direction  of 
Dr.  Adair,  was  conducted  in  the  basement 
section.  The  roentgen  rays,  used  at  the  turn 
of  the  century  (usually  for  the  location  of 
embedded  foreign  bodies  and  fractures)  had 
been  made  with  a Crookes  vacuum  tube  and 
a glass  photographic  plate  with  very  poor  re- 
sults. The  new  equipment,  though  crude,  was 
a great  improvement,  and  in  1920,  a Coolidge 
tube  was  acquired — through  the  gift  of  Mr. 
Pierre  S.  duPont — which  made  modern  diag- 
nostic x-ray  possible. 

Surgery  was  in  the  beginning  one  of  the 
most  important  features  of  the  hospital  service 
because  people  were  usually  reluctant  to  be 
hospitalized  unless  an  operation  was  pre- 
scribed. Under  the  first  chief  of  the  depart- 
ment, Dr.  L.  W.  Flinn,  all  pre-operative  and 
post-operative  care  was  carried  out  by  physi- 
cians resident  in  Wilmington,  although  the 
actual  surgery  was  performed  by  Philadelphia 
surgeons  who  came  to  the  hospital  on  a con- 
sultant basis. 

In  1915,  the  first  physician  in  Wilmington 
to  devote  himself  exclusively  to  surgery.  Dr. 
James  G.  Spackman,  was  immediately  con- 
fronted with  the  subtle  prejudices  of  ‘resist- 
ence  to  change.’  It  was  not  until  his  return 
to  the  Homeopathic  Hospital  in  1919,  after 
military  service,  that  a combination  of  factors 
— his  obvious  superiority  as  a surgeon,  his 
24-hour  availability  and  the  confidence  he  in- 
spired in  both  patients  and  doctors — truly 
established  the  first  Department  of  Surgery, 
under  his  direction.  With  no  trained  labora- 
tory technician  or  pathologist  nearer  than 
Philadelphia;  a single  intern  covering  the 
entire  hospital,  the  obstacles  and  frustrations 
of  building  a department  with  the  finest 
equipment  and  surgical  techniques,  required 
a dedicated  spirit.  One  of  Dr.  Spackman’s 
greatest  contribution  during  his  40  years  of 
service  was  the  education  and  inspiration  he 


gave  to  the  surgical  residents  who  came  to 
the  hospital  for  training.. 

The  years  1920-21  marked  the  addition  of 
a powerhouse  and  a laundry.  The  crude  clin- 
ical laboratory  which  had  had  its  humble  be- 
ginning at  the  turn  of  the  century  was  replaced 
in  1922  when  the  Junior  Board  of  the  hospital 
undertook  the  refurnishing  of  a new  one  by 
purchasing  the  equipment  in  Dr.  Victor  D. 
Washburn’s  private  laboratory.  Dr.  Wash- 
burn, head  of  the  Urology  Department — who 
joined  the  staff  in  1905 — took  over  the  direc- 
torship of  the  laboratory  until  a full-time 
pathologist.  Dr.  Douglas  M.  Gay,  assumed 
responsibility.  In  1923,  Dr.  Washburn  estab- 
lished a venereal  disease  clinic;  a step  in 
progress  from  the  era  when  physicians  who 
gave  special  attention  to  the  treatment  of  this 
disease  were  considered  outside  the  pale  of 
polite  society  . 

After  the  first  twenty  years  of  the  century, 
when  it  was  not  fashionable  for  most  maternity 
cases  to  ‘go  to  the  hospital,’  the  pendulum 
swung  the  other  way  and  the  increased  num- 
ber of  maternity  cases  warranted  a separate 
section.  Consequently,  in  1928,  a new  build- 
ing for  the  exclusive  use  of  obstetrical  cases 
was  built  along  Shallcross  Avenue — given  by 
the  family  of  Mrs.  Charles  Copeland  as  a 
memorial  to  Louisa  d’Andelot  duPont  Cope- 
land. It  was  a big  step  forward.  The  Ma- 
ternity Building  was  later  remodeled  as  an 
educational  center  for  nurses  and  the  obste- 
trical department  now  occupies  the  entire 
third  floor  of  the  newest  hospital  building. 

The  85-bed  capacity  of  the  hospital  in  1925 
rose  to  110  in  1929  and  was  increased  to  165 
beds  in  1932.  The  new  Nurses  Home  was 
completed  in  1931  on  Harrison  Street  at  the 
same  time  the  original  buildings  were  torn 
down  and  replaced  with  an  administration  and 
ward  building. 

It  was  in  the  early  30’s  that  a Blood  Bank 
was  started  through  the  efforts  of  Dr.  Wash- 
burn, who  was  also  instrumental  in  investi- 
gating the  use  of  placental  blood  as  an  inex- 
haustible source  of  supply  for  transfusion  and 
its  preservation.  During  this  time,  when 
cancer  consciousness  was  becoming  prevalent. 
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1905 

The  private-room  build- 
ing along  Van  Buren 
Street  where  the  first 
x-ray  machine  in  Dela- 
ware was  installed.  In 
1917  this  building  was 
enlarged. 


1919 

The  original  Homeopathic 
Hospital  building  re- 
modelled— the  pavilion 
to  the  right  and  a view 
of  the  1905  building 
(enlarged)  on  the  far 
corner. 


1938 

The  new  administration 
and  ward  building,  erect- 
ed in  1930,  to  replace 
the  first  two  original 
buildings,  shows  the 
added  sun  deck. 
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1954 


Dr.  Washburn  made  a visit  to  New  York’s 
Memorial  Hospital — specializing  in  the  diag- 
nosis and  treatment  of  cancer — and  urged 
members  of  the  staff  of  the  Homeopathic 
Hospital  to  investigate  these  advantages  which 
its  limited  facilities  did  not  provide.  As  a 
result,  the  Walter  S.  and  Belle  M.  Carpenter 
Clinic  was  established  by  Mr.  and  Mrs.  R.  R. 
M.  Carpenter — as  a memorial  to  his  parents — 
completely  equipped  for  the  treatment  of 
cancer  and  allied  diseases.  This  was  the  first 
accredited  tumor  clinic  in  the  state. 

In  1936,  Dr.  Lewis  B.  Flinn  succeeded  Dr. 
Julian  Adair  as  Chief  of  Medicine;  1937  saw 
several  sun  rooms  added  to  the  roof  of  the 
main  building  as  a memorial  to  Frank  D. 
Lackey — by  members  of  his  family — and  an- 
other 25  years  had  rolled  by. 

The  Third  25  Years — 1938-1963 

The  year  1938  saw  two  additional  floors 
added  to  the  Nurses  Home — making  six — 
and  the  main  building  was  increased  in  size. 

In  recognition  of  the  many  gifts  and  mem- 
orial endowments  which  had  been  received 
during  the  Homeopathic  Hospital’s  first  50 
years,  the  Board  of  Trustees  voted  on  July 
23,  1940,  to  change  the  name  to  The  Memorial 
Hospital. 

A Chest  Conference,  organized  in  1937  by 
Dr.  W.  Morris  Pierson  for  the  purpose  of  diag- 
nosing and  treating  diseases  of  the  chest,  met 
weekly  and  a chest  surgeon  from  Philadelphia 


The  Eugene  duPont  Mem- 
orial Hospital  established 
for  convalescent  patients, 
is  located  on  Kennett 
Pike — one  mile  outside  of 
the  City  of  Wilmington. 

attended  the  meetings  as  well  as  performing 
the  necessary  surgical  operations.  In  1947, 
this  surgeon  successfully  ligated  a patent  duc- 
tus arteriosis  in  a patient  whose  lesion  had  be- 
come infected.  In  1948,  he  performed  in  this 
hospital  one  of  the  first  operations  upon  the 
mitral  valve.  At  the  present  time  the  Con- 
ference is  held  bi-weekly  and  all  surgery  is 
performed  by  local  surgeons.  Closed-heart 
surgery  is  performed  successfully  but  after  a 
brief  attempt  to  establish  a catheterization 
laboratory  this  was  given  up  and  patients  are 
now  sent  out  of  the  state. 

In  May,  1950,  the  family  of  Mr.  R.  R.  M. 
Carpenter  donated  the  initial  funds  for  a 
new  wing.  Additional  gifts  helped  finance  the 
six-story  structure  on  the  corner  of  Van 
Buren  Street  and  Lovering  Avenue,  known  as 
the  Carpenter  Wing.  The  Spackman  Surgical 
Suite  — dedicated  to  James  G.  Spackman, 
M.D. — first  specialist  in  his  field  in  Delaware 
— was  established  on  the  fifth  floor  of  this 
wing  in  1952  when  Dr.  Spackman  retired.  Dr. 
John  C.  Pierson,  first  resident  under  Dr. 
Spackman,  succeeded  him  as  Chief  of  Surgery. 

With  the  reorganization  of  the  hospital,  the 
office  of  Medical  Director  was  created — to 
function  as  a liaison  between  the  professional 
and  non-professional  members — to  which  post 
Dr.  Victor  D.  Washburn  was  unanimously 
elected  in  1951.  He  served  until  1959  and 
the  office  has  since  then  remained  unfilled. 
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The  Memorial  Hospital  as  it  looks  today,  a U-shaped  building  showing  the  Carpenter  Wing  in  the 
foreground.  The  entire  sixth  floor  is  devoted  to  pediatrics  under  the  direction  of  Dr.  Calvin  B.  Hearne. 


The  completion  of  a new  X-ray  Department 
in  1953  increased  the  capacity  from  6,500  to 
20,000  examinations  a year.  An  x-ray  ma- 
chine capable  of  taking  multiple  rapid  x-rays 
— of  extreme  importance  in  studying  the  con- 
figuration and  pressure  within  during  intuba- 
tion of  the  heart  was  added  in  connection 
with  the  Heart  Station.  It  was  during  this 
year  that  the  hospitals  of  Delaware  with  the 
help  and  guidance  of  the  Atomic  Energy  Com- 
mission, organized  a radio-active  laboratory 
in  the  Memorial  Hospital.  This  facility — open 
to  all  hospitals  in  the  state — is  under  the  con- 
trol of  the  Isotope  Committee  with  Dr.  R.  W. 
Frelick,  as  Director.  Dr.  Leonard  P.  Lang 
succeeded  Dr.  Lewis  B.  Flinn  as  Chief  of 
Medicine  and  1953  ended  with  plans  under 
way  for  the  construction  of  the  Eugene  duPont 
Convalescent  Memorial  Hospital  on  Kennett 
Pike. 

To  provide  Wilmington  with  the  much- 
needed  convalescent  facilities  it  lacked,  Mr. 
Eugene  duPont  had  donated  the  former  Pelle- 
port  estate  of  his  parents — partially  endowed 
— as  a site  for  a rehabilitation  and  convalescent 


center.  Mr.  duPont  did  not  live  to  see  the 
formal  dedication  of  his  long-standing  dream 
which  took  place  on  September  9,  1955.  The 
60-bed  convalescent  center,  a three  story 
Georgian  structure,  is  located  one  mile  out- 
side of  Wilmington.  The  Memorial  Hospital 
is  responsible  for  its  operation;  Dr.  Arthur 
J.  Heather  is  Chief  of  Physical  Medicine. 

The  story  of  the  first  75  years  of  Wilming- 
ton’s Memorial  Hospital  is  the  story  of  medi- 
cine and  its  progress.  New  clinics  and  specialty 
departments  have  been  added  through  the 
years  with  the  hospital’s  early  policy  of  ‘staff 
specialists’  continuing  in  practice — to  seek 
the  finest  men  available  in  each  field. 

A hospital  is  the  sum  total  of  all  the  people 
who  gave  of  their  time,  effort  and  money  to 
bring  it  into  being;  of  the  physicians,  nurses 
and  staff  personnel  whose  knowledge  and  dedi- 
cation to  service  provides  patients  with  medical 
care.  It  becomes  more  than  a group  of  build- 
ings in  concrete,  brick  and  stone  and  assumes 
a personality  of  its  own — the  service  of  one 
hospital  to  a community — the  service  of  that 
community  to  the  hospital. 
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A new  survey  by  the  United  States  Public 
Health  Service,  soon  to  be  published,  gives 
documentary  evidence  of  the  nationwide  de- 
cline of  general  practitioners  in  the  United 
States. 

In  1931  there  were  125,599  general  prac- 
titioners among  the  156,406  physicians  in  the 
country — but  in  1962  general  practitioners 
numbered  only  102,058  out  of  a total  of 
257,000  physicians. 

During  that  period,  the  proportion  of  phy- 
sicians serving  as  full  time  specialists  increased 
from  16%  to  50%  and  of  this  total  number 
of  specialists — 58  % of  the  physicians  were 
under  45  years  of  age. 

This  nationwide  decline  in  family  practice 
is  regarded  nationally  as  an  impending  crisis. 
As  a result,  a half  day  program  will  be  de- 
voted to  this  matter  at  the  59th  Annual  Con- 
gress on  Medical  Education  to  be  held  in 
Chicago,  in  an  attempt  to  learn  the  etiology 
of  this  decline  in  general  practice  in  the  United 
States. 

This  nationwide  trend  away  from  general 
practice,  particularly  by  younger  members  of 
the  medical  profession  in  rural  areas  and  in 
urban  centers  could  result  in  deterioration  of 
the  patient  physician  relationship,  which  would 
lead  to  a lessening  of  the  quality  of  total 
medical  care. 

Many  older  physicians  feel  that  the  progress 
of  scientific  medicine  is  by  far,  outstripping 
the  personal  care  of  the  patients  to  whom  it  is 
intended  to  be  applied. 

Overemphasis  on  research  and  relying  too 
heavily  on  instrumental  and  biochemical  tech- 
niques, often  neglecting  an  all  out  investiga- 
tion of  the  patient’s  symptoms,  are  pitfalls  in 
modern  training  that  the  family  physician 


should  avoid.  If  he  intends  to  be  successful 
in  clinical  practice,  he  should  be  more  con- 
cerned about  the  bedside  care  of  the  patient 
than  about  the  chemical  formula  of  the  disease. 

While  all  are  agreed  that  there  is  definite 
need  for  specialization  as  well  as  the  need  for 
physicians  devoting  their  lives  to  research,  if 
we  are  to  continue  in  our  efforts,  to  conquer 
disease  and  improve  health — and  lengthen  the 
span  of  life — as  medicine  has  done  in  the  past, 
but — the  patient  needs  a personal  physician 
to  whom  he  may  go  for  evaluation  before  be- 
ing referred  for  specialized  treatment — if,  and 
when — he  requires  such  treatment. 

The  new  family  physician  is  a distinctly 
modern  American  development.  He  is  well 
grounded  in  laboratory  procedures  without 
completely  relying  on  them  for  his  answers 
to  problems  in  diagnosis.  Nevertheless,  he 
uses  the  latest  scientific  aids  to  diagnosis. 
His  office  is  not  complete  without  a reliable 
microscope  and  an  electrocardiograph — usually 
there  is  a technician  to  take  care  of  routine 
laboratory  work,  and  frequently  there  may  be 
a fluroscope  and  a small  x-ray  machine  for 
emergency  diagnosis.  He  takes  a good  de- 
tailed history — does  a careful  physical  exam- 
ination. 

The  new  family  phyisician  has  completed 
an  internship  during  which  he  has  been  given 
training  in  depth  in  general  medicine  and 
pediatrics,  as  well  as  instruction  in  problems 
which  a family  practitioner  would  encounter 
within  the  fields  of  general  and  special  surgery 
— together  with  the  awareness  of  the  dangers 
of  the  restricted  vision  and  distorted  outlook 
of  “the  keyhole  specialism  of  ultraspecializa- 
tion.” 

The  new  family  physician  must  of  necessity 
{Continued  on  page  106) 
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MALPRACTICE  INSURANCE 

The  physician  practicing  in  1963  would 
he  well  advised  to  carry  malpractice  insur- 
ance, a form  of  which  is  obtainable  through 
his  County  Medical  Society.  This  will  not 
in  any  way  prevent  legal  action  against  him 
for  any  alleged  malpractice.  It  will  help 
him,  however,  in  obtaining  adequate  defense 
counsel  as  well  as  some  degree  of  protection 
should  a verdict  be  given  in  favor  of  the 
plaintiff. 

Attention  to  an  article  in  the  current 
(March  30th)  JAMA  will  do  as  much  as  any- 
thing to  aid  the  physician  in  preventing 
action  which  might  result  in  a lawsuit.  This  ar- 
ticle, Medical  Lessons  from  Malpractice  Cases 
was  written  by  a physician  who  also  is  a mem- 
ber of  the  bar.  He  is  Assistant  Clinical  Pro- 
fessor of  Forensic  Medicine  and  Pathology  at 
the  University  of  Southern  California  and 
bases  the  article  upon  a series  of  one-thousand 
malpractice  cases  reviewed  in  his  capacity 
as  medicolegal  consultant  for  the  defense  of 
physicians. 

While  the  causes  for  action  against  physi- 
cians were  many  and  varied,  there  were  cer- 
tain general  classes  which  proved  to  be  prone 
to  litigation.  In  the  general  problems  re- 
garding surgery,  postoperative  infection,  post- 
operative hemorrhage,  and  foreign  bodies  were 
the  most  outstanding.  The  occurrence  of  in- 
fection and  hemorrhage  were  usually  defen- 
sible but  the  area  of  recognition  and  treat- 
ment were  those  left  open  to  criticism.  Metal- 
lic objects  in  the  eye  were  the  leading  cause 
of  contention  regarding  foreign  bodies  and 
seemed  to  be  related  to  a lack  of  sufficient 
x-ray  studies  in  such  cases. 

Inadequate  diagnosis  of  appendicitis  due  to 
inadequate  work-up  and  telephone  consulta- 
tion were  quite  common  subjects.  Incidental 
appendectomies  performed  without  the  pa- 
tient’s permission  was  another  important  cate- 
gory. The  number  of  cases  following  compli- 


cations of  gastric  surgery  led  the  author  to 
conclude  that  there  were  too  many  surgeons 
performing  major  gastric  surgery  who  had 
inadequate  surgical  training. 

Hysterectomy,  complicated  by  infection 
hemorrhage,  or  pregnancy,  and  sometimes  the 
allegations  of  unnecessary  operation  were 
common.  Urinary  and  intestinal  fistulas  are 
embarrassing  to  the  surgeon  as  well  as  the 
patient  and  the  author  recommends  that  the 
surgeon  be  able  to  show  himself  particularly 
qualified  before  performing  this  type  of  sur- 
gery. 

Problems  of  treatment  outnumbered  those 
of  diagnosis  in  orthopedics  and  traumatic 
surgery.  Tetanus  is  an  interesting  subject 
because  litigation  has  arisen  from  failure  to 
give  prophylaxis  and  again  from  failure  to 
test  the  patient  for  sensitivity  to  prophylaxis. 

Penicillin  led  the  list  of  agents  causing 
generalized  drug  reactions  and  the  author 
stresses  the  fact  that  the  physician  should 
be  completely  aware  of  all  of  the  side  effects 
of  any  drugs  that  he  uses  and  should  not  vary 
too  far  from  the  recommendations  of  the 
manufacturer. 

Failure  to  diagnose  an  acute  myocardial 
infarction  and,  on  the  other  hand,  diagnosing 
heart  disease  where  it  did  not  exist,  were  fre- 
quent subjects.  The  surgeon  leaves  himself 
vulnerable  if  he  removes  a growth  from  any 
part  of  the  body  and  does  not  have  it  examined 
microscopically.  He  is  in  very  poor  shape 
legally  should  there  be  a recurrence  of  a 
growth  in  the  same  part  of  the  body.  Too 
much  emphasis  upon  Papanicolaou  smears  can 
be  dangerous. 

Cardiac  arrest  and  respiratory  acidosis 
cause  trouble  for  the  anesthesiologist  and 
the  improper  use  of  local  anesthetic  agents 
by  physicians  not  trained  in  anesthesiology 
was  another  frequent  cause  of  suit. 

This  article,  which  should  be  read  by  all 
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physicians,  dealt  with  the  shortcomings  in 
medical  and  surgical  management  which  in- 
creased the  hazard  of  a verdict  against  the 
physician  once  a suit  is  filed.  In  the  words 
of  the  author: 

Most  procedures  in  medicine  are 
subject  to  pitfalls  and  complications, 
some  of  which  may  never  he  completely 
eliminated;  however,  an  increased 
awareness  of  such  problems  and  how 
they  are  apt  to  occur  may  help  to  di- 
minish them.  The  review  of  this  series 
of  malpractice  cases  is  an  effort  toward 
that  goal.  Though  many  specific  points 


were  raised,  three  generalizations  de- 
serve emphasis. 

First,  the  survey  showed  that  there 
was  more  criticism  of  diagnosis  and 
treatment  of  bad  results  rather  than 
their  occurrence.  Secondly,  it  showed 
an  increasing  need  for  physicians  to  be 
more  fully  aware  of.  their  limitations. 
Finally,  the  hazard  was  shown  to  be 
increasing  in  connection  with  drug 
prescriptions.  Physicians  are  again 
warned  that  they  must  be  as  familiar 
as  possible  with  any  drug  they  see  fit 
to  prescribe. 
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be  a good  diagnostician  because  he  usually 
sees  the  patient  first  and  is  required  to  give 
emergency  care  and  treatment  for  all  kinds  of 
conditions — since  few  specialists  are  found 
available  for  home  visits  or  are  immediately 
available  for  emergencies,  even  in  hospitals. 

The  new  family  physician  following  the 
completion  of  his  training — takes  advantage  of 
all  opportunities  to  continue  his  medical  edu- 
cation— by  taking  the  excellent  post  graduate 
courses  offered  by  the  Academy  of  General 
Practice — and  the  radio  seminars — and  scien- 
tific programs  arranged  by  his  County  and 
State  Medical  Societies — to  keep  him  up  to 
date  on  the  advances  in  methods  of  diagnosis 
and  the  latest  proven  treatments  recommended 
to  be  employed  in  his  practice. 

There  is  need  today  and  there  always  will 
be  need  for  a family  doctor  even  with  all  the 
advancements  in  the  past  few  decades  in 


medicine  and  in  spite  of  the  warnings  that 
patients  in  future  generations  will  require 
sophisticated  handling  because  of  the  rapidly 
rising  educational  level  of  our  population. 

The  disappearance  of  the  family  doctor 
would  be  keenly  felt  by  all  specialists  as  well 
as  by  the  communities  in  which  his  valuable 
services  would  not  be  available.  A famous 
surgeon,  the  late  Dr.  J.  B.  Murphy  said,  “It 
takes  eight  specialists  to  make  one  family  doc- 
tor. 

Let  us  hope  that  a sufficient  number  of  our 
future  doctors  will  be  motivated  to  select 
family  practice  as  their  field  in  medicine — to 
serve  not  only  less  populated  rural  areas, 
where  specialists  are  usually  not  abundant,  but 
also  in  the  urbal  centers  where  they  are  like- 
wise needed,  so  that  the  American  people  will 
continue  to  receive  the  best  total  medical  care 
of  any  nation  in  the  world. 
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The  Commission  on  Environmental  Medi- 
cine is  the  newest  of  the  Academy  Com- 
missions having  been  established  in  June, 
1961  by  the  Board  of  Directors.  It  acts  as 
the  directive  body  and  clearing  house  for  ac- 
tivities of  the  Committees  on  1)  Occupational 
Medicine,  2)  Disaster  Medical  Care,  3)  School 
Health,  and  such  other  committees  as  may  be 
created  in  the  future  to  facilitate  Academy 
objectives  in  areas  of  community  and  indi- 
vidual health  related  to  the  environment  in 
which  we  live. 

The  Committee  on  Disaster  Medical  Care 
was  created  as  a liaison  Committee  on  na- 
tional defense  in  1954  and  remained  such  until 
last  year  when  its  name  was  changed  by  the 
Congress  of  Delegates  to  the  Committee  on 
Disaster  Medical  Care.  There  are  46  state 
chapters  with  Committees  on  Disaster  Medi- 
cal Care. 

In  1961  The  United  States  Public  Health 
Service  asked  this  Committee  to  review  the 
Medical  Self-Help  Training  program  pilot 
study  and  to  offer  criticism  on  it.  Also  the 
Committee  observed  the  film  “Objective:  Sur- 
vival” produced  under  the  auspices  of  Com- 
mission on  Legislation  and  Public  Policy.  It 
is  suggested  that  the  film  be  promoted  for 
showing  and  televising  on  a national  network. 

The  Committee  recommended  liaison  be- 
tween it  and  the  American  Medical  Associa- 
tion Disaster  Medical  Care  Committee.  The 
Board  selected  a member  of  the  American 
Medical  Association  Committee  to  be  on  the 
Committee  on  Disaster  Medical  Care. 

The  Committee  on  Occupational  Health 
printed  and  distributed  to  all  state  chapter 
officers  and  Occupational  Health  Committee 
members  a “Manual  on  Occupational  Health 
Programs.” 

Sixteen  State  Chapters  have  created  Oc- 
cupational Health  Committees  and  the  crea- 
tion of  a joint  liaison  committee  between  the 
American  Association  of  General  Practitioners 
and  Industrial  Medical  Association  is  being 


considered.  There  is  a need  to  provide  oc- 
cupational medical  services  for  80%  of  workers 
in  business  establishments  employing  fewer 
than  500  people,  and  it  will  be  the  General 
Practitioner  who  will  have  to  meet  this  need. 

The  Committee  on  School  Health  was  cre- 
ated in  1962  and  has  concentrated  its  efforts 
in  the  year  to  gathering  information,  develop- 
ing a basic  organizational  framework  for  im- 
plementing its  programs. 

Three  basic  objectives  were  established: 

1)  to  have  General  Practitioners  actively  in- 
terested and  actively  working  in  school  health. 

2)  to  effect  an  easily  implemented  program 
in  school  health  as  a point  of  departure  for 
further  activity.  3)  to  present  the  program  in 
a manner  leading  to  education  and  motiva- 
tion of  the  general  public  concerning  school 
health  problems. 

It  was  decided  to  devote  committee  efforts 
to  an  immediate  program  for  assisting  and 
motivating  teachers  to  obtain  and  utilize  in- 
structional knowledge  of  school  health  in  their 
classroom  teaching  and  personal  counseling 
of  students  and  parents.  The  first  task  in 
this  area  is  development  of  a program  of  an- 
atomy and  physiology. 

The  objective  is  to  strengthen  and  expand 
accurate  knowledge  of  physiology  and  anatomy 
by  students  and  their  relationship  to  the 
problems  of  health  and  social  relationships  of 
young  people. 

After  its  first  year’s  experience,  the  com- 
mission recognizes  a great  potential  for  Aca- 
demy leadership  in  the  inital  programs  of  the 
three  component  committees  as  well  as  in 
the  development  of  the  more  scientific  aspects 
of  professional  service.  The  Commission  pro- 
poses to  explore  additional  areas  of  intra- 
professional and  professional  public  service. 
The  hope  is  to  find  those  mechanisms  which 
will  enable  the  Academy  to  match  leadership 
of  other  groups  in  advancing  the  science  as 
well  as  the  art  and  the  economics  of  medicine. 

Marjorie  Conrad,  M.D. 
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Breath-Holding  A highly  significant  correlation  between  breath-holding  spells  in  infants 

Incidents  In  and  children  and  the  occurrence  of  anemia  is  reported  for  the  first  time 

Children  in  medical  literature  by  two  St.  Louis  pediatricians  in  the  New  England 

Journal  of  Medicine  (Jan.  3rd,  1963).  Drs.  Jean  Holowach  and  Donald 
L.  Thurston,  Washington  University  School  of  Medicine,  reviewed  records 
of  102  children  with  breath-holding  spells — age,  three  months  to  three 
years — where  hemoglobin  values  were  available.  Hospitalized  children 
of  similar  age  served  as  controls.  A striking  difference  in  hemoglobin 
values  was  found  in  the  two  groups.  Having  established  a positive 
correlation  between  breath-holding  spells  and  anemia,  the  investigators 
reviewed  case  histories  of  582  children  with  iron-deficiency  anemia: 
thirty-two  children  in  this  group  had  convulsive  seizures;  three  of  these 
had  breath-holding  spells.  In  six  others,  the  histories  suggested  breath- 
holding spells  rather  than  epilepsy.  Depending  on  the  individual  child 
and  the  duration  of  breath-holding  during  crying,  loss  of  consciousness 
may  ensue — with  or  without  convulsive  movement  and  postepisodic 
exhaustion.  This  sequence  of  events,  the  authors  explained,  constitutes 
a breath-holding  spell.  Schering  Science  Bulletin. 


NIH  Division  Of  A Center  Development  Office  has  been  set  up  at  the  Massachusetts 

Research  Facilities  Institute  of  Technology  in  the  area  of  computer  technology  as  it  relates 

And  Resources  fo  the  biomedical  sciences.  Among  other  things  it  will  evaluate  the 

potential  of  a specially  designed  computer  for  the  health-related  sciences. 
The  program  will  be  carried  out  with  the  cooperation  of  multi-institu- 
tional advisory  committees. 


New  Trend  In  Group  The  trend  in  group  health  insurance  policies  to  provide  coverage  after 
Health  Insurance  retirement  saw  a sharp  increase  in  1962  as  more  workers  acquired  this 

Policies  type  of  protection  against  the  costs  of  medical  care.  The  Health  Insur- 

ance Institute  reports  that  its  third  annual  survey  of  new  group  health 
insurance  policies  shows  four  out  of  every  five  employees  covered  under 
these  policies  have  the  right  to  retain  their  health  coverage  when  they 
retire;  the  proportion  in  previous  years  had  been  two  out  of  every  three. 


Special 

Photoduplication 

Services 


The  National  Library  of  Medicine  has  revised  the  schedule  of  fees  for 


photoduplication  services.  Charges  are  now  as  follows: 

Photostat,  negative,  per  page  $ .75 

Photostat,  positive,  per  page  1.50 

Photograph,  8”  x 10”  or  smaller  3.25 

Copy  negative  3.25 

Film  slides,  2i/4”x214”,  or  3V4”x4”  3.25 

Microfilm,  negative,  per  100  pages  or  fraction  thereof, 

from  any  individual  item  2.50 

Diazo  copy  of  existing  NLM  films,  per  reel  6.00 

Xerox  copy,  per  100  pages  or  fraction  thereof, 

from  any  individual  item  5.00 


No  charge  wiU  be  made  for  the  photoduplication  of  materials  provided  in 
accordance  with  the  Library’s  policy  for  interlibrary  loans.  Payment  in 
advance  is  required;  all  checks  and  money  orders  should  be  made  payable 
to  the  Treasurer  of  the  United  States  and  sent  with  the  order  to  the 
National  Library  of  Medicine. 
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Important 
New  Tool 


Brief  Briefs 


Richard  Raiber,  M.D.,  Wilmington,  has  been  inducted  as  a Fellow  of 
the  American  College  of  Obstetricians  and  Gynecologists  . . . Lemuel  C. 
McGee,  M.D.,  Wilmington,  has  been  elected  chairman  of  the  American 
Medical  Association’s  Council  on  Occupational  Health.  Dr.  McGee  is 
also  secretary  of  the  AMA  Section  on  Preventive  Medicine  . . . Emily  E. 
Lewis,  wife  of  Robert  F.  Lewis,  M.D.,  Seaford,  has  been  chosen  the  1963 
Delaware  Mother  of  the  Year  for  her  notable  contributions  to  the  civic 
life  of  her  community,  her  religious  activities,  and  the  raising  and  educa- 
tion of  her  four  sons  . . . 

C.  A.  D’Alonzo,  M.D.,  addressed  the  Industrial  Medical  Association  in 
March  on  the  possibility  that  myocardial  infarction  may  be  related  to 
small  amounts  of  a common  metal  that  are  present  in  the  body  in  very 
minute  concentrations.  DuPont  scientists  have  found  that  amounts  of 
nickel  found  in  the  blood  of  persons  with  myocardial  infarction  were  as 
much  as  10  times  higher  than  those  of  other  patients.  In  referring  to 
studies  by  other  investigators  on  the  nickel  content  of  various  foods.  Dr. 
D’Alonzo  said,  “One  naturally  will  wonder  whether  it  might  possibly  be 
the  nickel  in  hydrogenated  fats,  rather  than  the  relationship  of  saturated 
to  unsaturated  fats,  per  se,  in  this  respect,  which  is  the  etiological  agent, 
or  a precipitating  factor,  in  the  production  of  myocardial  infarction.”  He 
indicated  that  many  investigators  believe  that  metals  may  hold  the  key 
to  metabolic  processes  not  now  understood. 

. . . A new  brochure  The  National  Institutes  of  Health,  has  been  released 
by  the  PHS.  It  gives  data  on  appropriations  for  medical  research,  and 
how  they  are  invested.  The  Department  of  HEW  is  responsible  for  about 
four-fifths  of  the  Federal  expenditure  for  medical  research.  Single  free 
copies  may  be  obtained  by  writing:  Surgeon  General,  Public  Health 
Service,  Washington  25,  D.C. 

. . . Some  500,000  children  accidently  poison  themselves  each  year,  making 
poison  the  No.  1 killer  of  pre-school  children.  Aspirin  accounts  for  most 
poisoning  deaths  of  children  under  five;  other  hazardous  products  are 
cleaning  agents,  paint,  turpentine  and  petroleum-based  products.  Health 
Insurance  News. 

. . . Wholesale  prices  of  prescription  drugs  in  1962  declined  over-all  for 
the  fourth  straight  year  although  prices  of  other  commodities  have  moved 
up  sharply  during  the  same  period.  The  1962  fall  was  again  largely 
influenced  by  price  reductions  in  antibiotics  that  occurred  in  1961,  for 
the  second  successive  year.  Firestone  Index. 

. . . Cystic  fibrosis — genetically  transmitted,  probably  as  a recessive  trait 
— may  be  on  the  increase  in  the  U.S.  but  patients  seem  to  be  surviving 
longer.  Thirty  percent  of  deaths  from  this  disease  were  among  children 
less  than  one  year  old  in  1952-55.  This  dropped  to  19%  in  1956-59,  in 
a survey  in  3 New  England  states;  in  patients  10  years  old  and  over,  the 
proportion  of  deaths  quadrupled  over  the  same  period  of  time.  About 
90%  of  deaths  in  cystic  fibrosis  patients  result  from  pulmonary  compli- 
cations. Patterns  of  Disease. 
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PROFILE  OF  MRS.  H.  THOMAS  McGUIRE 


Active  auxiliary  member  Mrs.  H.  Thomas 
McGuire  has  contributed  her  considerable 
abilities  to  State  and  New  Castle  County 
projects  with  real  enthusiasm  over  the  past 
25  years  of  her  membership.  Wife  of  a busy 
New  Castle  general  practitioner,  volunteer 
worker  for  her  church  group,  civic  clubs,  hos- 
pital boards  and  a hobbiest  who  enjoys  paint- 
ing, decorating  and  the  piano,  she  is  the 
mother  of  two — Maureen  and  Tom,  Jr. — 
and  the  grandmother  of  one  small  boy. 

As  past-president  of  the  State  Auxiliary, 
Louise  was  many  times  a delegate  to  the 
national  meetings  and  has  chaired  committees 
for  both  the  state  and  county.  Her  official 
baliwick  this  year  is  revisions  for  the  state; 
Parliamentarian  for  New  Castle  County.  Un- 
officially, she  will  travel  with  Dr.  McGuire 
on  his  appointed  rounds  of  national  meetings 
which  includes  the  Council  of  Mental  Health, 
Blue  Shield  and  the  American  Medical  Asso- 
ciation. 

It  was  during  Louise’s  1956-57  year  in 
office  that  this  Auxiliary  Affairs  page  was  be- 
gun. She  also  promoted  the  idea  of  the 
president’s  pin  for  outgoing  state  presidents. 
Upon  voted  approval  these  two  ideas  have 
become  very  much  a part  of  our  auxiliary. 

A native  of  Maryland,  Louise  came  to  Dela- 
ware for  her  nurse’s  training  at  the  Wilmington 
General  Hospital.  After  a short  time  with  the 
Visiting  Nurse  Association,  she  met  and  mar- 
ried Tom  McGuire  who  had  just  opened  his 
office  in  New  Castle. 

The  Wilmington  General  Hospital  is 
Louise’s  pet  project.  She  is  an  active  mem- 
ber of  the  Junior  Board,  co-chairman  of  the 
gift  shop  and  retains  her  interest  in  the 
Nurses  Alumnae  Association.  Vice-president 
of  the  New  Castle  Century  Club,  member  of 
the  Wilmington  New  Century  Club,  active 
on  the  Junior  Board  at  the  St.  Francis  Hos- 


pital, Louise  McGuire  also  finds  time  to  be 
a participating  member  of  the  Woman’s  Aux- 
iliary of  the  Governor  Bacon  Health  Center 
and  Delaware  State  Hospital.  As  part  of  this 
small  group,  her  role  is  more  in  the  realm  of 
educating  others  to  the  volunteer  needs  of 
the  state  institutions  which  requires  a lot  of 
compassion.  Recently,  she  was  able  to  in- 
terest the  women’s  Sodality  of  her  church  to 
volunteer  their  services  as  a group  at  the 
State  Hospital. 

First  and  foremost,  Mrs.  McGuire  is  the 
doctor’s  wife.  Home  is  a mellowed  brick 
house  at  212  Delaware  Street  in  New  Castle 
built  prior  to  1730  with  one  section  now  in 
use  as  Tom’s  office.  Furnished  with  lovely 
family  antiques,  it  has  been  included  for  many 
years  on  the  old  homes  tour,  “A  Day  in  Old 
New  Castle,”  held  annually  the  third  Satur- 
day in  May.  Louise  and  her  daughter  dress 
in  colonial  costumes  of  the  day  to  guide  visi- 
tors through  who  have  come  from  as  far  as 
Virginia.  Recently,  Tom  McGuire  was  elected 
by  his  fellow  townsmen  to  serve  as  Trustee 
of  the  New  Castle  Common.  An  elected  life- 
time job,  it  still  pays  those  who  serve,  the 
wonderful  wage  of  two  ears  of  corn  yearly! 

With  a grown  daughter  working  in  Dr. 
McGuire’s  office  and  Tom,  Jr.,  married  and 
living  in  Washington,  D.C.,  Louise  has  dis- 
covered the  joy  of  numerous  business  and 
pleasure  trips  with  her  husband.  Part  of  the 
anticipation  of  flying  to  Colorado  or  Chicago 
is  due  to  renewing  friendships  with  doctor’s 
families  from  all  over  the  country.  “Chief 
of  the  Delawares”  is  the  title  conferred  upon 
Louise  by  one  AMA  delegate  and  friend  of 
years.  When  the  traveling  McGuires  speak  up 
for  Delaware  at  national  meetings,  we  can  all 
be  sure  that  Louise  McGuire’s  warm  per- 
sonality gains  all  of  us  many  friends  as 
indeed  it  has  for  her. 
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CLINICO-PATHOLOGICAL  CONFERENCEt 
PANCREATIC  DISEASE  AND  GRANULOMA 


Discusser:  Mark  G.  Cohen,  M.D. 


Dr.  Cohen:  This  is  a fascinating  combina- 
tion of  multiple  clinical  problems  which  I am 
sure  teased  the  imagination  of  the  doctors 
attending  this  patient.  What  I plan  to  do  is 
try  to  put  myself  in  the  place  of  the  doctors 
attending  this  patient  and  by  some  method  of 
reasoning  come  to  a reasonable  conclusion  as 
to  the  etiology  of  his  illness  and  the  basis 
for  his  death. 

Case  History 

A fifty-six  year  old  white  man  was  first 
admitted  to  the  hospital  in  March  of  1954, 
with  a four  day  history  of  painless  jaundice. 
He  had  been  well  until  three  months  prior  to 
admission  when  he  developed  malaise,  weak- 
ness and  fatigue,  which  persisted  until  ad- 
mission. In  spite  of  an  augmented  appetite, 
he  had  lost  thirty  pounds. 

Three  weeks  prior  to  admission,  his  stools 


tHeld  on  August  21,  1962,  at  the  Memorial  Hospital,  Wilmington, 
Delaware. 

Dr.  Cohen  is  Associate  in  Medicine,  Memorial  Hospital;  Director 
of  Education,  Department  of  Medicine,  Wilmington  General  Hospital. 


became  bulkier  and  lighter  in  color  and  during 
this  time  his  urine  darkened.  Four  days  prior 
to  admission,  his  wife  noted  scleral  icterus 
and  he  developed  generalized  pruritus. 

For  the  year  prior  to  admission,  he  had  had 
fatty  food  intolerance  and  epigastric  fullness 
without  dysphagia. 

There  had  been  no  previous  hospitalization 
or  operations.  He  worked  as  a chemical 
machine  operator  and  was  exposed  to  sulphuric 
acid  and  caustic  soda.  His  alcoholic  intake 
was  negligible. 

Review  of  systems  revealed  polyuria,  poly- 
phagia and  polydipsia. 

The  family  history  was  positive  for  diabetes 
in  his  mother;  one  brother  died  of  tuberculosis; 
two  sisters  had  hypertension;  and  one  brother 
died  of  heart  disease,  type  unknown. 

With  just  the  inital  history  as  given  and 
not  having  examined  this  patient,  one  would 
certainly  get  ideas  as  to  what  his  problem  was. 
Painless  jaundice  is  a rather  uncommon  type 
of  initial  presenting  cause  for  an  obstructive 
jaundice  problem.  When  we  think  of  people 
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with  painless  jaundice,  unless  there  is  a hemo- 
lytic process  that  has  developed,  we  are  think- 
ing in  terms  of  obstructive  disease.  Certainly 
one  thinks  initially  of  carcinoma  of  the  pan- 
creas or  of  the  bile  ducts  themselves  or  some 
diffuse  degenerative  disease  of  the  liver.  With- 
out any  physical  examination,  painless  jaun- 
dice can  run  the  gamut  of  pre-hepatic,  hepa- 
tic and  post-hepatic  etiologies.  The  initial 
history,  with  a rather  short  duration,  would 
certainly  tend  to  mitigate  against  any  chronic 
hemolytic  process.  However,  it  does  not  rule- 
out  any  of  the  acquired  hemolytic  processes 
that  may  have  developed  within  the  past  six 
months  prior  to  his  admission. 

The  additional  symptoms  as  noted,  of  ma- 
laise, weakness,  fatigue  and  weight  loss  are 
actually  consistent  with  all  of  those  diagnostic 
possibilities.  When  we  get  to  the  fact  that 
his  stools  became  bulkier  and  lighter  in  color, 
this  tends  to  rule  out  a hemolytic  process. 
The  fatty  food  intolerance  again  is  not  too 
informative.  People  with  intrahepatic  disease, 
post-hepatic  disease,  chronic  cholecystitis, 
chronic  pancreatitis,  all  may  give  this  form 
of  initial  complaint.  I think  the  interesting 
review  of  his  systems  with  polyuria,  polyphagia 
and  polydipsia — and  the  thirty  pound  weight 
loss  in  spite  of  the  augmented  appetite — 
would  infer  that  this  patient  was  probably 
diabetic  and  that  this  might  have  been  a major 
cause  for  most  of  the  complaints  prior  to  his 
admission,  aside  from  the  jaundice.  Up  to 
now  it  would  be  impossible  to  tell  from  the 
initial  complaints  what  type  of  jaundice  we 
are  dealing  with.  The  remainder  of  the  exam- 
ination cuts  down  the  possibilities  consider- 
ably. 

Physical  examination  revealed  a thin,  jaun- 
diced, white  man.  The  sclerae  were  icteric. 
The  conjunctivae  were  pale.  There  were  no 
nodes  palpable.  The  abdomen  showed  evi- 
dence of  recent  weight  loss  and  on  deep  in- 
spiration, the  liver  was  palpable  6 cm.  below 
the  right  costal  margin  and  was  described  as 
having  a hard,  sharp,  smooth,  non-tender 
edge.  No  spleen  was  palpable.  There  were 
no  masses  or  hernias;  there  was  no  ascite 
mentioned  so  I presume  it  was  not  present. 
On  rectal  examination,  the  feces  were  pasty 
white;  what  we  call  the  acholic  stool. 


Significant  Positive  Finding 

The  only  significant  positive  finding  aside 
from  the  clinical  jaundice  that  was  present, 
is  the  fact  that  his  stools  were  pasty  white  and 
I have  always  been  impressed  with  the  acholic 
stool  as  far  as  its  meaning  to  me  is  concerned. 
Although  you  cannot  count  on  statistics  in 
any  one  patient,  acholic  stools  would  be 
by  far  most  common,  at  least  85%  of  the 
time,  in  primary  malignancy  of  the  common 
duct  or  in  malignancy  of  the  pancreas  where 
there  is  complete  obstruction.  Calculous 
disease  and  benign  strictures  of  the  ducts 
actually  produce  acholic  stool  in  less  than 
10%  of  the  cases  so  that  the  acholic  stool  gives 
us  the  clue  that  a part  of  this  patient’s  jaun- 
dice is  related  to  some  extra-hepatic  obstruc- 
tion. Whether  it  is  in  the  biliary  tree  or  any- 
where along  its  path,  we  do  not  know.  The 
second  fact  is  the  enlarged  liver.  Certainly 
the  fact  that  it  is  enlarged  is  compatible  both 
with  primary  hepatic  disease  or  enlargement 
of  the  liver  secondary  to  extrahepatic  obstruc- 
tion. This  occurs  quite  frequently  in  extra- 
hepatic  obstruction  due  to  biliary  stasis,  pri- 
mary biliary  cirrhosis,  obstructive  and  fatty 
metamorphosis  of  the  liver,  secondary  to  de- 
ficient enzyme  production  by  the  pancreas, 
as  well  as  metastatic  disease  involving  the 
liver  itself.  So  the  fact  that  the  liver  is  en- 
larged, certainly  does  not  mitigate  against 
there  being  a primary  problem  of  extrahepa- 
tic disease.  The  fact  that  the  liver  is  hard, 
non-tender  and  smooth  probably  identifies  it 
as  being  some  form  of  cirrhotic  liver.  I 
would  probably  be  inclined  to  say  that  this 
is  not  a hepatitis  or  an  acute  process  involving 
the  liver;  since  in  this  case  it  would  be  tender 
and  the  edge  would  be  smooth.  There  was  no 
nodularity  noted  and  no  bruits  heard.  In- 
terestingly enough,  some  metastatic  disease 
particularly  of  the  pancreas,  is  quite  vascular 
and  sometimes  you  may  hear  small  bruits 
over  the  liver  capsule.  So  that  with  the 
physical  findings  as  such,  we  are  impressed 
that  the  primary  problem  here  is  that  of  extra- 
hepatic  obstruction.  Etiology  is  yet  unde- 
termined. 

The  laboratory  studies  revealed  an  R.B.C. 
of  4.4  million,  hemoglobin  of  14.5  grams  with 
a normal  total  white  count  and  a shift  to  the 
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left.  Urine  contained  1 plus  albumin  and  1 
plus  glycosuria.  Bile  was  present  in  the  urine 
but  no  elevation  of  the  urobilinogen.  Total 
bilirubin  was  8.5  with  1.02  direct.  An  alka- 
line phosphatase  was  13.8,  ceph.  flocc,  nega- 
tive. Fasting  blood  sugar  222  mgs.%  cho- 
lesterol 440,  BUN  15,  serology  negative.  Stool 
on  occasions  were  positive  for  occult  blood. 

It  is  interesting  to  me  that  when  this  pa- 
tient was  admitted  to  the  hospital — unless 
we  were  being  misled  by  something  that  would 
cause  reduction  of  extravascular  volume,  the 
patient  was  not  anemic  despite  the  clinical 
findings  of  a pale  conjunctiva.  I assume  this 
patient  was  not  anemic  when  he  entered  the 
hospital.  The  laboratory  studies,  including 
the  alkaline  phosphatase,  elevation  of  his  cho- 
lestrol  with  the  negative  flocculation  test,  are 
certainly  indicative  of  a post-hepatic  type  of 
obstructive  jaundice.  linterestingly  enough, 
there  was  no  elevation  of  his  urobilinogen  in 
the  urine.  There  are  no  fecal  urobilinogen 
studies  given.  This  picture  is  certainly  con- 
sistent with  an  obstructive  or  almost  com- 
pletely obstructive  process  in  the  common 
bile  duct  where  many  times  less  that  .3 
mgs.%  of  urobilinogen  in  twenty-four  hours 
is  noted.  We  would  tend  to  see  elevations  in 
the  urobilinogen  in  those  processes  where 
there  is  an  intermittent  obstruction  and  where 
the  bilirubin  is  able  to  pass  through  and  be 
converted  to  stercobilin  and  then  be  reab- 
sorbed via  the  intestinal  tract  to  pass  through 
the  urine.  Where  there  has  been  intermittent 
obstruction,  necrotic  malignant  tumors  of  the 
bowel  ducts  or  in  hemolytic  anemias,  we  would 
expect  the  urobolinogen  to  be  increased.  The 
fact  that  it  is  not  increased  is  certainly  con- 
sistent with  a major  obstruction  in  the  biliary 
system. 

One  other  fact  that  I wanted  to  bring  up 
is  the  total  hilirubin  which  is  significantly 
elevated,  but  all  in  the  indirect  fraction.  This 
to  me  would  certainly  constitute  an  unusual 
laboratory  study.  It  was  probably  repeated 
and  found  the  same.  We  see  the  major  ele- 
vation in  his  bilirubin  is  of  the  type  which 
is  unconjugated.  So  we  must  postulate  that 
this  patient  has  now  two  problems;  one  an 
obstructive  bile  duct  problem,  etiology  unde- 
termined, and  some  hemolytic  process  prob- 


ably of  recent  origin. 

I am  going  to  ask  Dr.  Shaw  to  make  a 
comment  on  the  x-rays. 


Figure  1 


*Dr.  Shaw:  My  first  contact  with  this  man 
was  on  March  30,  1954.  The  films,  of  course, 
have  been  discarded.  We  do  have  a microfilm 
representation,  but  it  is  not  very  capable.  He 
had  a chest  film  on  the  30th  of  March  which 
showed  a small  degree  of  pleural  fibrosis  in 
the  lower  right  chest.  The  rest  of  the  lung 
fields  were  well-aerated  and  appeared  normal. 
The  heart  and  mediastinum  were  normal. 
{Fig.  1)  On  the  2nd  of  April,  he  had  a gas- 
trointestinal examination  done.  {Fig.  2)  We 
found  no  abnormality  in  the  esophagus.  The 
antral  portion  of  the  stomach  was  grossly  de- 
formed. We  could  see  thickened  rugal  folds 
on  the  mucosal  side  of  the  stomach  and  we 
felt  that  a subtractive  lesion  of  the  lesser 
curvature  of  this  antrum,  partially  encircled 
the  antrum,  and  suggested  strongly  that  there 
was  infiltration.  It  was  difficult  to  determine 
whether  this  was  an  intrinsic  gastric  lesion  or 
whether  it  represented  gastric  infiltration  and 
distortion  from  a pancreatic  lesion.  We  felt 
that  the  barium  passed  out  of  the  stomach 
completely  in  two  hours  and  there  was  no  ob- 
struction. I concluded  from  that  examination 
that  there  was  a strong  indication  of  a pre- 

*Paul  A.  Shaw,  M.D..  is  Director,  Department  of  Radiology.  Mem- 
orial Hospital. 
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Figure  2 

pyloric  lesion,  the  type  of  which  I could  not 
define.  I gave  two  possibilities;  a primary 
gastric  lesion  or  a secondary  gastric  involve- 
ment from  the  pancreas. 

We  also  found  at  that  time  an  associated 
deformity  of  the  duodenal  cap  which  may 
have  been  secondary  to  the  same  type  of  in- 
volvement that  was  distorting  the  stomach 
or  may  have  been  a chronic  duodenal  ulcera- 
tion. On  the  5th,  we  re-checked  his  stomach, 
at  my  request,  because  I felt  indefinite  about 
it.  We  again  demonstrated  the  deformity  in 
the  antral  portion  of  the  stomach.  The  sec- 
ond examination  made  me  feel  that  the  lesion 
was  primarily  in  the  pancreas  with  secondary 
involvement  of  gastric  wall.  The  deformity 
of  the  duodenal  cap  was  compatible  with  an 
old  ulceration  although  the  degree  of  de- 
formity seemed  to  be  somewhat  greater  than 
scarring  would  give.  A possibility  of  second- 
ary infiltration  of  the  same  sort  that  involved 
the  antrum  was  suggested. 

Dr.  Cohen:  Thank  you  very  much  Dr. 
Shaw.  Fm  glad  your  job  is  finished.  I think 
mine  is  just  beginning.  To  recapitulate  briefly, 
we  have  an  x-ray  revealing  essentially  a nor- 
mal chest  except  for  some  fibrosis,  normal 
cardiac  silhouette,  and  a G.I.  series  showing 
a deformed  antrum  with  a lesion  involving 


the  lesser  curvature  and  deformity  of  the 
duodenal  bulb. 

Liver  biopsy  was  unsuccessful;  probably 
lucky  for  me,  since  it  would  only  have  con- 
fused it  more.  Additional  laboratory  studies 
were  extremely  interesting.  His  hemoglobin 
had  dropped  to  8.2  during  his  hospitalization. 
I am  not  aware  what  time  elapsed  between 
his  initial  count  and  the  drop  in  his  hemo- 
globin but  I assume  that  it  was  over  a rela- 
tively short  period.  There  was  no  evidence 
of  bleeding  except  for  occult  blood  in  the  stool. 
A peripheral  smear  showed  many  nucleated 
red  blood  cells  and  a reticulocyte  count  of 
6.6.  A Coombs  test  was  negative.  R.B.C. 
Fragility  began  at  0.5  and  completed  at  0.28 
and  a bone  marrow  showed  hyperplasia  of 
red  cell  precusors  with  normoblastic  matur- 
ation. The  indirect  bilirubin  was  still  elevated 
at  5 with  8.1  total. 

To  explain  this  patient’s  rather  marked 
drop  in  hemoglobin  without  any  overt  cause 
for  hemorrhage  except  for  the  occult  blood  in 
the  stool,  we  have  to  assume  that  there  is 
some  hemolytic  disease  process  going  on.  Is 
this  necessarily  separate  from  the  major  prob- 
lem of  obstructive  jaundice.  To  my  way  of 
thinking  it  is  not.  An  acquired  type  of  hemo- 
lytic anemia  does  occur  in  many  systemic 
diseases,  cirrhosis  of  various  types,  Hodgkins 
disease,  leukemia,  sarcoidosis  and  carcinoma- 
tosis. A great  majority  of  the  acquired  type 
of  hemolytic  anemias  have  no  known  etiology 
whatsoever.  There  was  nothing  in  the  pa- 
tient’s past  history  that  would  suggest  con- 
tact vrith  specific  drugs.  To  the  best  of  my 
knowledge,  his  exposure  to  sulphuric  acid  and 
caustic  soda  does  not  produce  a hemolytic 
anemia,  although  I presume  it  is  possible. 
Most  of  them,  of  course,  are  due  to  some  form 
of  aeromatic  compounds  with  monometric  or 
hydroxy  groups  and  can  occur  with  certain 
organic  acids,  nitrate  or  chlorate  groups  but 
we  have  no  history  of  any  contact  with  those 
agents. 

The  reticulocytosis,  nucleated  red  cells,  the 
increased  red  cell  fragilitiy  and  the  bone  mar- 
row showing  the  normoblastic  hyperplasia  cer- 
tainly are  all  consistent  with  a hemolytic 
anemia  probably  of  the  acquired  type.  If 
this  patient  had  had  a chronic  hemolytic  pro- 
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cess,  for  which  we  have  no  evidence,  he  could 
produce  an  extraphepatic  obstruction  from 
pigment  stones.  Many  of  these  patients  over 
long  periods  of  time  do  develop  obstructive 
jaundice  and  portal  cirrhosis  but  from  reading 
the  protocol  I cannot  wean  out  of  this  any- 
thing that  suggests  a chronic  hemolytic  pro- 
cess. If  his  admission  count  had  been  quite 
low,  we  may  have  been  more  inclined  to  con- 
sider this.  For  the  present  the  surgeons  were 
faced  with  a dual  problem  of  hemolytic  pro- 
cess, etiology  undetermined,  and  clinical  evi- 
dence that  this  patient  was  suffering  from 
obstructive  jaundice  as  well  as  a mild  diabetic 
state.  Why  hasn’t  this  hemolytic  process 
changed  some  of  our  other  findings?  I think 
that  the  disturbing  combination  of  these  two 
entities  is  what  produces  a group  of  chemical 
studies  which  does  not  fit  any  one  etiology. 
For  example,  the  urobilinogen  normal.  Al- 
most every  case  of  hemolytic  anemia  you  see 
will  probably  have  an  increase  in  the  urine  as 
well  as  in  the  fecal  urobilinogen.  If  you  read 
long  enough,  you  will  find  out  that  there  are 
cases  of  hemolytic  anemia  where  there  is  no 
increase  in  the  urobilinogen.  The  cause  for 
this  is  not  known  but  I presume  it  must  be 
due  to  some  defect  in  the  absorption  of  uro- 
bilinogen so  that  actually  the  fact  that  the 
urobilinogen  is  not  elevated  in  the  urine  is 
not  necessarily  against  a hemolytic  process. 

Laparotomy  Does  Not  Simplify  Diagnosis 

Let  us  go  on  to  this  very  interesting  lapa- 
rotomy which  was,  of  course,  going  to  solve 
my  whole  problem  until  I read  it.  At  surgery 
there  was  a thickened  indurated  common  bile 
duct  with  moderate  hepatic  duct  dilatation. 
Enlarged  lymph  nodes  around  the  head  of 
the  pancreas  were  biopsied  and  revealed  a 
reactive  hyperplasis.  Both  an  acute  and 
chronic  duodenal  ulcer  were  found.  A Whip- 
ple procedure  was  performed  and  the  patient 
recovered  and  was  discharged.  He  had  an 
uneventful  herniorrhaphy  some  five  years 
later.  It  is  the  simpleness  of  this  thing  that 
destroys  most  of  the  diagnostic  possibilities. 
What  did  the  surgeons  actually  find?  I see 
no  mention  made  of  the  pancreas  at  the 
time  of  surgery.  We  would  be  interested  to 


know  if  it  was  nodular,  if  it  was  enlarged,  if 
there  were  cysts  present?  Dr.  Emo  was  kind 
enough  to  peek  at  the  operative  sheet  and 
tell  me  that  the  pancreas  was  slightly  bul- 
bous or  a little  bit  enlarged  but  no  evidence 
of  gross  malignancy  could  be  detected.  No 
cysts  were  found  and  no  other  nodes  were 
palpable  aside  from  the  ones  mentioned  here. 
The  Whipple  procedure  actually  is  not  what 
was  done  here.  If  you  want  to  call  it  a modi- 
fied Whipple  procedure  it  is  perfectly  all 
right. 

Patient  Is  Discharged 

The  patient  had  a partial  gastrectomy,  a 
partial  pancreatectomy,  an  end-to-end  gas- 
trojejunostomy and  an  end-to-side  anasto- 
mosis of  the  duct  to  the  jejunum,  a pancreato- 
jejunostomy,  end-to-side  choledocojejunos- 
tomy  and  side-to-side  jejujejunostomy.  This 
is  what  the  patient  left  the  hospital  with. 
Looking  just  a step  ahead,  the  patient  was 
discharged  and  had  an  uneventful  course  for 
some  five  years  hence.  Certainly  our  diag- 
nostic possibilities  are  becoming  rapidly  re- 
duced. First  of  all,  there  is  no  further  men- 
tion of  the  hemolytic  process.  What  hap- 
pened to  it?  Because  he  had  some  extra- 
hepatic  obstruction  which  was  nicely  relieved, 
it  wouldn’t  change  the  hemolytic  process  that 
suddenly.  Are  all  these  laboratory  studies 
wrong  or  did  he  actually  have  a hemolytic 
process  which  spontaneously  reverted  follow- 
ing surgery?  I frankly  don’t  know  the  answer 
to  that  question  but  I would  have  to  assume 
from  what  was  given  in  the  protocol  that  this 
patient  did  have  a hemolytic  process  and  that 
it  subsided,  apparently  spontaneously  follow- 
ing surgery.  I must  assume  that  it  was  prob- 
ably related  to  the  intra-abdominal  disease, 
whatever  the  nature  of  that  is  which  we  do 
not  know  as  yet.  The  enlarged  nodes  which 
revealed  reactive  hyperplasia  rule  out  certain 
things  that  we  would  look  for — lymphoma, 
carcinoma  and  tuberculosis.  We  also  know 
that  at  the  time  of  surgery,  malignancies — 
particularly  involving  the  bile  ducts  or  the 
ampulla,  which  may  be  no  more  than  a few 
millimeters  in  size — can  be  easily  missed. 
We  can’t  be  absolutely  sure  that  there  was  an 
occult  malignancy  present  and  I suspect  from 
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the  extensiveness  of  the  procedure  that  they 
suspected  this  was  present  even  though  they 
could  not  detect  it. 

The  remaining  possibilities  I have  tried 
to  list  on  the  board.  A chronic  pancreatitis, 
although  the  patient  gave  no  long  history  of 
any  problem,  can  be  present  for  many  years 
before  it  presents  with  an  obstructive  jaundice 
from  enlargement  of  the  head  of  the  pancreas 
itself  or  as  the  result  of  pseudocyst  forma- 
tion. We  can  safely  eliminate  the  pseudocyst 
problem  which  I would  suspect  could  have 
been  detected  at  the  time  of  operation. 
Chronic  pancreatitis  remains  a possibility  but 
I do  not  think  that  it  will  explain  the  entire 
course. 

Hidden  Diagnostic  Possibilities 

A second  possibility  is  a fibrosis  of  the 
sphincter  of  Oddi  of  which  there  is  amazingly 
little  written  and  which  can  present  with 
the  initial  symptoms  of  malaise,  weakness, 
weight  loss,  painless  jaundice,  fullness  of  the 
epigastrium,  dyspepsia,  bulky  stools  and  this 
cannot  presently  be  excluded  as  a cause  for 
this  obstructive  problem.  Carcinoma  of  the 
ampulla  also  represents  an  interesting  pos- 
sibility and  to  the  best  of  my  knowledge  re- 
presents the  only  malignancy  in  this  area 
that  could  have  such  a long  survival.  Ampul- 
lary  malignancy  following  Whipple  procedures 
have  had  survival  times  of  over  ten  years  in 
contrast  to  carcinoma  of  the  pancreas  where 
the  survival  time  usually  isn’t  over  eight 
months  to  a year.  I think  the  patient’s  sur- 
vival time  here  mollifies  against  carcinoma  of 
the  pancreas.  I think  we  could  eliminate 
metastatic  nodes  completely. 

Penetrating  duodenal  ulcer  can  present 
with  this  type  of  picture.  This  occurs  in 
various  ways.  First  it  can  occur  as  a cicatrical 
scar  from  a healing  duodenal  ulcer  or  the  ulcer 
may  perforate  or  penetrate  into  the  pancreatic 
tissue  and,  as  they  say,  kiss  the  biliary  duct 
and  by  spasm  produce  the  closure  of  the 
common  duct.  In  fact  it  can  produce  an  in- 
termittent type  of  jaundice.  There  have  also 
been  cases  reported  where  there  have  been 
obstructive  biliary  signs  with  palpable  gall- 
bladder and  jaundice;  then,  with  the  ulcer 
perforating,  the  gallbladder  disappears  to 


palpation  and  the  biliary  obstruction  is 
relieved.  The  intermittent  obstruction  can 
be  produced  by  spasm  of  the  sphincter  of 
Oddi  secondary  to  penetrating  duodenal  dis- 
ease. 

Another  etiology  which  apparently  is  not 
present  here,  is  duodenal  diverticulum.  There 
not  being  any  present  here,  I can  assume  that 
we  are  not  dealing  with  a duodenal  diver- 
ticulum, but  we  do  see  a number  of  possibili- 
ties. We  know  that  the  patient  did  have 
penetrating  duodenal  disease;  he  had  a de- 
formed antrum  which  appeared  to  be  malig- 
nant to  the  radiologist’s  eyes.  With  the 
amount  of  distortion  taking  place,  it  is  pos- 
sible that  there  was  nothing  malignant  pres- 
ent. This  may  have  been  all  benign.  It  is 
also  possible  that  distortion  may  have  been 
from  aberrant  pancreatic  tissue.  Many  times 
in  ampullary  malignancies  there  is  marked 
antral  distortion  from  local  extension.  I 
think  we  will  leave  off  here  for  the  moment 
and  see  what  the  rest  of  his  clinical  course 
was. 

Patient  Readmitted 

His  present  admission  was  October  1961, 
some  seven  years  later.  His  chief  complaints 
were  cough  of  several  months,  painful  mass 
in  the  upper  part  of  his  right  rectus  incision 
and  a fourteen  pound  weight  loss  in  two  years. 
His  admission  weight  was  114  pounds.  The 
patient  lost  his  jaundice  and  did  well  from 
the  time  of  his  surgery  in  1954  until  a few 
months  prior  to  his  present  admission.  How- 
ever, he  gradually  lost  weight  from  157  to 
115  and  then  he  began  to  notice  the  above 
complaints  progressing  from  a few  months 
up  until  his  present  admission.  The  only 
medication  he  received  was  Orinase  for  his 
mild  diabetes. 

The  physical  examination  on  admission  re- 
vealed a sixty-four  year  old  white  man  with 
a temperature  of  100,  pulse  86,  blood  pressure 
144/90.  There  was  no  icterus  nor  lymph 
nodes  palpable.  The  chest  revealed  dullness 
to  percussion  with  diminished  breath  sounds 
over  the  lower  two-thirds  bilaterally.  There 
was  a normal  sinus  rhythm  and  no  cardio- 
megaly.  The  abdomen  revealed  a right  rectus 
incision  with  the  upper  one-third  of  the  scar 
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having  a 6 cm.  area  of  redness  and  tenderness 
with  a fluctuant  centre.  This  area  formed  a 
mass  along  the  right  costal  margin  for  12  cm. 
The  serum  proteins  revealed  the  marked  AG 
reversal  7.7  globulin,  albumin  1.9,  globulin 
5.8.  No  alkaline  phosphatase  was  mentioned. 
Dr.  Shaw  will  shov/  some  of  the  x-rays  done 
during  this  hospitalization  and  we  will  finish 
this  discussion. 

Radiology  Findings 

Dr.  Shaw:  The  only  examination  we  had 
in  the  intervening  years  was  a chest  film  on 
10-31-61.  This  shows  the  right  sided  pleural 
exudation,  there  is  no  pathology  on  the  op- 
posite side.  My  assistant  felt  that  he  had 
atelectasis  because  of  the  heart  being  shifted 
a little  bit  but  I don’t  think  this  is  correct. 
It  looks  entirely  like  pleural  effusion  obliter- 
ating the  diaphragm.  A film  taken  almost  a 
month  later,  after  aspiration,  and  some  other 
treatments  gave  us  the  impression  that  there 
was  continued  resolution  that  had  gone 
through  this  whole  process  and  the  diaphragm 
was  almost  normal  in  position  and  the  pleural 
thickening  and  the  pleural  exudation,  of 
course,  had  diminished  greatly.  This  is  in- 
teresting as  you  refer  to  the  film  we  did  not 
show  in  1954  and  in  that  film  I mentioned 
that  there  was  pleural  fibrosis  over  the  right 
diaphragm  so  that  seven  or  eight  years  later 
this  man  has  disease  in  his  pleural  space  on 
the  right  side.  Apparently  he  had  none  in- 
tervening that  we  know  anything  about. 

Everybody  talked  about  a modified  Whip- 
ple though  it  has  been  my  experience  to  see 
one  modified  so  far  that  a transverse  colon 
was  used  in  it  so  a modified  Whipple  doesn’t 
mean  very  much.  This  represents  a reason- 
able outline  of  what  we  saw  at  first.  This  is 
a gastric  stump,  rather  large.  I believe  the 
report  says  he  has  had  an  end  to  end  anasto- 
mosis of  jejunum  and  stomach  and  that  would 
be  represented  by  barium  coming  across  here. 
We  have  that  in  some  of  the  other  films. 
Then  he  had  an  enteroenterostomy  and  had  a 
biliary  surgical  bypass  and  a pancreatic  by- 
pass done  on  that  side.  The  first  thing  we 
noticed  is  that  this  all  has  the  configuration 


of  the  mucosa  of  the  jejunum.  Because  of 
the  fact  that  he  had  this  problem  of  failure 
of  emptying  very  well,  he  was  then  run  up 
into  the  two,  four  and  six  hour  periods  and 
at  that  time  we  started  to  get  into  real  trouble. 

I had  no  idea  of  the  exact  modification  of  the 
Whipple  that  everybody  talked  about.  This 
is  the  gastric  stump  and  from  the  measure 
you  saw  in  that  first  film,  the  early  film,  the 
gastric  contents  increase  in  volume  the  longer 
we  went  along  and  tracerized  the  intestinal 
contents.  In  other  words,  when  I first  filled 
this  gastric  stump  it  had  a volume  of  so,  four 
hours  later  it  has  a much  greater  volume  and 
we  then  had  loops  of  small  intestine  filled  in 
the  upper  abdomen.  Then  we  had  a small 
passage  of  barium  into  the  lower  abdomen 
with  collapsed  loops  visible.  At  this  point, 
when  I was  doing  the  work,  there  was  a sharp 
flexion  and  angulation  with  fixation  of  the 
loop  and  a mass  effect  that  prevented  barium 
from  coming  over  in  a straight  smooth  con- 
tinuity appearance,  and  I thought  that  there 
was  an  inflammatory  lesion  at  this  point  in 
the  subhepatic  area.  These  are  lateral  films 
at  the  four  hour  period  and  we  can  see  this 
tremendously  dilated  gastric  stump.  As  a 
comparison  there  was  the  first  filling  of  the 
gastric  stump  and  as  time  went  on,  we  went 
to  this  volume  primarily  and  this  was  about 
four  hours  after  the  administration  of  barium. 
There  was  this  sharply  angulated  loop  up  un- 
der the  anterior  surface  of  his  liver,  with 
grossly  dilated  loops  both  proximal  and  distal 
to  this  point  of  angulation.  This  became  a 
real  problem.  We  spent  about  two  days  try- 
ing to  figure  it  out.  He  has  an  enteroenteros- 
tomy and  an  obstruction  distal  to  his  entero- 
enterostomy would  give  him  this  vicious  circle 
situation  or  he  could  have  a fistula,  an  en- 
teroenteric  fistula,  which  would  bypass  sooner 
further  up  than  the  enterostomy,  we  do  not 
know  exactly  where  it  is  in  the  film,  but  he 
had  a vicious  circle  circumstance.  He’d  empty 
his  stomach,  go  through  several  loops  of  small 
intestine,  go  back  into  his  stomach  and  the 
addition  of  gastric  contents  and  perhaps  some 
water  that  he  drank  and  intestinal  contents, 
would  gradually  increase  the  volume  of  a re- 
circulation type  of  deformity  in  his  upper 
G.I.  tract.  When  I knew  he  had  not  died 
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and  consequently  the  proposition  which  I 
thought  was  proper  on  the  first  examination, 
i.e.  that  he  probably  had  a pancreatitis  with 
secondary  gastric  involvement  and  since  our 
surgical  pathology  report  ruled  that  out,  I 
had  to  make  another  explanation.  I felt  at 
this  time  that  we  were  dealing  with  inflam- 
matory disease.  I had  no  idea  whether  it 
was  due  to  surgical  procedures  of  the  by- 
passing and  the  anastomoses  or  whether  he 
had  leaked  or  whether  he  was  developing 
chronic  pancreatitis  and  chronic  infection  of 
his  liver  or  whether  he  had  a subhepatic  ab- 
scess, allowing  for  subhepatic  infection  with 
secondary  involvement  of  the  base  of  the 
right  lung  giving  him  the  pleuritic  involve- 
ment. This  vicious  circle  type  of  small  in- 
testine anastomotic  problem  is  fairly  well 
demonstrated  here. 

Dr.  Cohen:  Thank  you  very  much  Dr. 
Shaw.  It  helps  considerably  as  far  as  coming 
to  a conclusion.  I think  also  of  interest,  as 
probably  pointed  out,  that  actually  the  major 
elevation  of  the  dome  of  the  diaphragm  is  an- 
terior and  not  posterior  and  this  would  lead 
me  to  suspect  that  the  abscess  rather  than 
being  subdiaphragmatic  is  actually  within  the 
liver,  and  very  possibly  may  have  perforated 
the  diaphgram  into  the  right  lung.  Let  me 
finish  reading  the  SPS  and  then  we  will  close 
up  the  discussion.  AFB  smear  and  cultures 
were  negative  from  pleural  effusion  that  was 
aspirated  of  1800  cc.  The  abdominal  abscess 
ruptured  spontaneously  draining  until  the 
patient’s  demise.  Cultures  revealed  E.  coli 
and  the  patient  was  treated  with  Furadantin. 

Within  the  next  few  days,  the  patient 
became  confused  and  restless;  failed  to  re- 
spond and  became  comatose  the  following 
day.  The  limbs  were  limp,  the  abdomen  soft, 
rales  were  heard  in  the  chest  and  the  patient 
expired  without  any  further  description  of 
his  terminal  event. 

Two  Possibilities 

With  the  history  and  the  long  free  interval 
of  symptoms,  we  are  left  essentially  with  two 
possibilities.  The  only  malignant  process  that 
could  have  this  period  of  survival  with  a free 
asymptomatic  period  would  be  an  ampullary 
malignancy.  These  do  not  metastasize  widely. 


their  extension  is  usually  local  and  insidious 
and  if  ampullary  malignancy  was  present  at 
the  time  of  the  initial  surgery  it  may  have 
been  undetected.  Some  portion  of  it  cer- 
tainly must  have  been  left  behind.  It  may 
have  been  completely  removed.  We  have  no 
way  of  knowing  presently.  Another  factor 
which  is  still  not  eliminated  is  whether  this 
process  could  have  been  entirely  inflammatory 
from  his  duodenal  ulcer  disease.  I have  com- 
pletely eliminated  the  Zollinger-Ellison  syn- 
drome in  discussion  because  I do  not  think  it 
is  pertinent  to  this  CPC.  Chronic  inflam- 
matory disease  of  the  pancreas,  which  was 
not  particularly  noted  at  the  time  of  surgery, 
may  have  developed  subsequently  but  ap- 
parently was  not  the  original  cause  for  his 
obstructive  jaundice.  It  would  be  nice  to  con- 
jecture that  either  a small  ampullar malig- 
nancy was  left  which  over  a period  of  time 
gradually  seeded  causing  fistular  formation 
within  the  jejunostomy  or  ascending  in  the 
periportal  space  causing  involvement  in  the 
liver.  It  doesn’t  necessarily  have  to  follow 
that  way.  Infection  following  surgery  of  this 
tvne  is  quite  common  but  the  long  interval 
m between,  certainly  is  against  a chronic  in- 
flammatory process  from  the  time  of  surgery. 
The  patient  obviously  had  purulent  material 
in  his  chest  and  I think  we  can  safely  say 
that  this  was  probably  either  secondary  ir- 
ritation from  a subphrenic  abscess  or  more 
likely  from  actual  penetration  of  the  dia- 
phragm. I think  the  reason  that  it  resolved 
and  then  recurred  is  that  the  abscess  spon- 
taneously ruptured  anteriorly  with  easier 
access  out  of  the  abdominal  wall  rather  than 
into  the  supradiaphragmatic  space.  His  ter- 
minal demise  certainly  would  be  consistent 
with  a septicemia  of  the  Gram  negative  type 
or  form  of  hepatic  failure  from  the  multiple 
hepatic  abscesses.  The  demise  certainly  seems 
to  be  of  an  inflammatory  nature  rather  than 
from  any  specific  widespread  malignant 
disease.  In  closing  I think  that  I haven’t 
actually  given  you  a diagnosis  as  to  what  this 
original  problem  was  and  I frankly  cannot 
come  to  a specific  conclusion.  I think  we 
should  leave  it  to  the  pathologist  but  I’ll  make 
a guess  frankly  that  this  patient  had  no  malig- 
nant disease,  although  I would  like  to  say 
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Tuberculoma  in  lung  (left)  and 

that  he  might  have  had  an  ampullary  CA 
and  I certainly  cannot  rule  it  out  completely. 

I think  it  is  possible  to  explain  this  entire 
picture  on  duodenal  disease,  i.e.,  penetrating 
duodenal  disease  with  inflammatory  reaction 
producing  an  obstructive  jaundice  and  that 
his  final  demise  was  secondary  to  inflamma- 
tory reaction  in  and  around  the  hepatic  ducts 
with  fistula  formation.  Or  he  may  have  had 
an  obstruction  from  intestinal  adhesions  pro- 
ducing this  closed  circuit  process  with  infec- 
tion extending  into  the  portal  radicals,  hepa- 
tic abscess,  hepatic  tumor  and  death. 

I’ll  leave  the  rest  of  the  discussion  up  to 
Dr.  Abbiss.  In  Dr.  Abbiss’  absence  Dr.  Lee 
will  give  the  report. 

*Dr.  Lee:  We  appreciate  the  difficulties  Dr. 
Cohen  faced  and  certainly  appreciate  his  long 
and  excellent  discussion.  At  the  operation 
in  April,  1954,  the  surgeon  found  thickened 

*Kyu  Pum  Lee,  M.D.,  is  Resident  in  Pathology.  Memorial  Hospital. 
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indurated  common  bile  duct  with  moderate 
dilation  of  the  hepatic  duct.  There  were  sev- 
eral enlarged  lymph  nodes  along  the  superior 
border  of  the  pancreas  near  the  head.  A modi- 
fied Whipple  operation  was  carried  out. 

Examination  of  the  specimen  received  in  the 
Department  of  Pathology  revealed  two  ulcers 
on  the  first  portion  of  the  duodenum,  one  on 
the  anterior  wall  measuring  1.5  cm.  in  dia- 
meter, the  other  one  on  the  posterior  wall 
measuring  1 cm.  in  diameter.  There  was  a 
considerable  amount  of  fibrosis,  thickening 
and  induration  of  the  common  duct.  Micro- 
section through  these  ulcers  revealed  the 
characteristics  of  acute  peptic  ulcer.  The 
wall  of  the  common  duct  was  markedly  thick- 
ened and  infiltrated  by  acute  and  chronic  in- 
flammatory cells.  The  pancreas  showed  no 
gross  or  microscopic  abnormalities.  Sections 
through  the  lymph  nodes  revealed  reactive 
hyperplasia.  There  was  no  evidence  of  tumor 
in  the  specimen  received. 
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Postoperatively,  the  patient  did  fairly  well 
and  was  discharged  on  the  eighteenth  post- 
operative day  with  improvement. 

Autopsy  Findings — The  patient  was  mark- 
edly emaciated.  There  was  an  opening  in 
the  middle  portion  of  the  surgical  incision 
through  which  a rubber  tube  was  inserted. 
The  rubber  tube  communicated  into  the  right 
subphrenic  abscess.  The  abscess  was  sur- 
rounded by  thick  fibrous  capsules  containing 
approximately  200  cc.  of  thick  yellowish  some- 
what blood-tinged  pus.  The  right  diaphragm 
was  markedly  elevated  and  the  inferior  sur- 
face of  the  lowerlobe  of  the  right  lung  was 
densely  adherent  to  the  diaphragm.  It  showed 
evidence  of  continuation  of  the  inflammatory 
process.  The  remainder  of  the  lung  fields 
appeared  markedly  congested  and  edematous. 
The  previous  surgical  scar  of  the  Whipple 
operation  was  well-healed,  leaving  no  evidence 
of  fistula  of  any  sort.  The  cardiovascular 
system  showed  considerable  amount  of  athero- 
sclerotic change. 

The  microscopic  examination  was  rather 
striking.  Sections  through  the  lungs  showed 
diffusely  scattered  micro-granulomatous  les- 
ions, some  of  them  containing  Langerhans’ 
giant  cells.  The  acid-fast  stain  of  these 
showed  acid-fast  bacilli  morphologically  re- 
sembling TB  bacilli.  Sections  through  the 
abscess  wall  revealed  diffuse  infiltration  by 
chronic  inflammatory  cells  including  epithe- 
lioid cells  and  occasional  giant  cells.  Acid- 
fast  staining  of  this  abscess  wall  showed 


heavily  concentrated  acid-fast  bacilli  which 
morphologically  resembles  TB  bacilli.  The 
spleen  and  the  liver  also  showed  diffuse  micro- 
granulomatous  lesions.  There  was  no  evi- 
dence of  tumor  anywhere  in  the  body. 

I think  the  cause  of  the  miliary  TB  was  that 
the  patient  did  have  a primary  tuberculosis 
lesion  in  the  lower  lobe  of  the  right  lung 
which  reactivated  and  spread  into  the  sub- 
phrenic  area  causing  a subphrenic  abscess 
and  secondarily  developed  a miliary  tuber- 
culosis. In  reviewing  our  case  records  I found 
another  additional  case  of  subphrenic  abscess 
of  tuberculous  origin.  In  that  case,  several 
acid-fast  smears  were  negative  as  were  the 
repeated  chest  x-rays.  The  examination  of 
the  brain  of  our  other  case  showed  no  evi- 
dence of  a TB  meningitis.  This  is  the  only 
question  that  I could  not  answer. 

Dr.  Emo:  I’d  like  to  ask  Dr.  Lang  if  it  is 
common  in  tuberculosis  to  find  such  a high 
globulin  level. 

Dr.  Lang:  Globulins  can  be  this  high  in 
tuberculosis.  I don’t  believe  tuberculosis  was 
the  cause  of  his  jaundice  in  1954. 

Dr.  Abbiss:  The  tuberculosis  here  seems  to 
be  the  terminal  event. 

Dr.  Meckelnburg:  Dr.  Abbiss  do  you 
think  the  tuberculosis  in  the  spleen  could  have 
caused  hypersplenism  and  resulted  in  the 
hemolytic  type  of  picture  the  patient  de- 
veloped in  1954? 

Dr.  Abbiss:  No.  1 believe  this  was  of  recent 
origin  or  at  least  was  reactivated  recently. 


CLINICAL  NOTICES  AND  MEETINGS 

The  Department  of  Otorhinology  at  the  Temple  University  Medical  Center  has 
been  offering  special,  concentrated  courses  in  microsurgery — including  modern 
concepts  in  the  treatment  of  otosclerosis.  The  course  is  given  alternate  months 
over  a five-day  period  and  includes  dissection  sessions  utilizing  frozen  and 
dry  temperal  bone.  For  futher  information  contact;  Bernard  J.  Ronis,  M.D., 
3400  N.  Broad  Street,  Philadelphia. 


FILMS  AVAILABLE 

Films  from  its  medical  library  are  being  offered  by  Ayerst  Laboratories  without 
charge  to  interested  professional  audiences.  Thirty-nine  films  dealing  with  a 
variety  of  subjects  including  estrogen  therapy,  epilepsy,  anesthesiology,  gas- 
troenterology, otology,  rhinology,  proctology,  etc.,  are  available.  Most  films  are 
in  color;  all  are  16  millimeter  sound;  black  and  white  films  are  kinescopes  of 
closed  circuit  television  programs.  Allow  at  least  three  weeks  for  delivery 
and  submit  alternate  selections  or  dates. 
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LET’S  KEEP  POLITICS  OUT  OF  HEALTHt 


• “The  condition  upon  which  God  hath  given 
liberty  to  man  is  eternal  vigilance;  which  condi- 
tion if  he  break,  servitude  is  at  once  the  conse- 
quence of  his  crime  and  the  punishment  of  his 
guilt.” 


Ladd  Plumley 


I must  confess  that  I felt  some  qualms  about 
coming  before  such  an  audience  with  a plea  for 
preservation  of  our  voluntary  system  of  health 
and  medical  care  for  our  older  citizens.  It 
struck  me  as  rather  unnecessary  to  hammer 
on  the  virtues  of  private  enterprise  and  na- 
tive American  independence  in  a part  of  our 
country  that  was  founded  and  has  endured 
on  just  those  virtues.  I questioned  whether 
anything  I might  say  would  not  be  a mere 
repetition  of  principles  you  have  learned  well 
and  lived  by  for  long  generations  past. 

I am  going  to  take  the  risk  because  this 
issue  is  so  vital  to  all  of  us  here  and  in  every 
corner  of  America,  and  because,  while  the 
eroding  assault  on  our  liberties  is  not  new, 
the  thrust  comes  this  time  from  a new  di- 
rection. If  we  are  not  alerted  and  armed 
against  it,  this  might  well  prove  the  most 
decisive  thrust  of  all. 

When  the  new  Congress  convened  in  Wash- 
ington we  faced  for  the  third  time  in  the  past 
six  years,  a determined,  well-organized  drive 
for  health  care  benefits  under  Social  Security. 
Make  no  mistakae:  Those  who  would  poli- 
ticalize the  health  problem  of  our  aged  feel 
themselves  stronger  than  ever  before,  more 
hopeful  of  victory.  Their  campaign  to  im- 
pose Medicare  upon  the  American  people  will 
be  carried  forward  with  all  of  the  resources, 
all  of  the  political  ingenuity  and  all  of  the 


tDelivered  before  the  Burlington-Lake  Champlain  Chamber  of  Com- 
merce, December,  1962,  Burlington,  Vermont. 

Mr.  Plumley  is  President  of  the  U.S.  Chamber  of  Commerce; 
Chairman  of  the  Board  and  President  of  State  Mutual  Life  Assur- 
ance Company  of  America. 


promotional  pressure  (paid  for  with  your 
hard  earned  tax  dollars)  that  the  Administra- 
tion can  bring  to  bear.  Twice  rebuffed,  they 
will  hit  back  harder  than  ever. 

I sincerely  hope  that  you  and  others  in 
the  business  community  are  not  weary  of 
the  fight  to  preserve  and  improve  our  private 
voluntary  system  of  health  and  medical  care — 
that  you  are  prepared  to  fight  as  hard  for 
this  principle  as  they  are  to  destroy  it — to 
substitute  federal  control  over  more  people. 
Those  who  actively  seek  the  Social  Security 
approach  are  counting  on  our  becoming  so 
battle  weary  that  we  will  quit  fighting  for 
what  we  believe  is  best  for  all  Americans. 
One  of  their  leaders  has  summed  up  this  at- 
titude in  unmistakable  language,  and  I quote: 

“If  not  in  ’62,  then  we  will  pass  it  in  1963, 
and  if  not  then  we  will  pass  it  in  1964.  And  if 
we  don’t  do  it  then — when  we  elect  a Presi- 
dent and  a Congress  in  1964 — we  will  certainly 
pass  it  in  1965.”  If  we  do  not  rise  to  meet 
each  of  these  challenges,  we  will  lose  the  war! 

I would  like  first  of  all  to  dispel  the  notion, 
artfully  and  cynically  disseminated  by  the 
Medicare  propagandists,  that  humaneness  and 
a decent  concern  for  the  aged  are  twin  dis- 
coveries of  the  New  Frontier.  These  political 
medicine  men  would  have  the  public  believe 
that  anyone  who  opposes  them  does  so  out  of 
a callous  disregard  for  the  needs  of  our  aged 
fellow-citizens. 

“Honor  thy  father  and  thy  mother”  is  a 
commandment  old  and  revered,  not  a phrase 
from  the  romances  of  the  New  Frontier  nor 
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is  its  observance  limited  to  one  group  of  our 
society. 

Businessmen  believe  that  every  citizen,  old 
or  young,  should  have  adequate  medical  care. 
As  a group,  village  by  village,  town  by  town, 
city  by  city  they  have  done  more  to  provide 
it  than  all  the  political  weepers  since  the  evo- 
lution of  our  country.  The  compulsory  Medi- 
care Bill  of  1962  was  a callous,  clumsy  in- 
equitable attempt  to  solve  a limited  problem 
with  a broad-scale  approach.  It  was  brain 
surgery  with  a meat  ax.  It  was  callous  be- 
cause we  already  have  a majority  of  people 
over  65  covered  by  private  insurance  plans, 
12  per  cent  protected  by  public  assistance, 
and  a law  on  the  books  to  provide  care  for 
the  remainder  who  need  it.  Nowhere  have  I 
seen  or  heard  of  the  Administration  urging 
that  the  states  rapidly  implement  this  law. 
As  a matter  of  cold  fact,  its  spokesmen  are 
busy  deriding  the  Kerr-Mills  Act  as  insufficient 
while  tens  of  thousands  of  the  aged,  in  their 
states,  in  their  districts  for  whom  they  pro- 
fess public  sympathy,  and  private  apathy  are 
without  this  medical  care  protection.  The 
three  million  persons  over  65  who  were  not 
previously  covered  by  Social  Security  and 
who  do  not  even  have  the  benefit  of  old  age 
payments  are  completely  out  in  the  cold 
under  the  Medicare  scheme.  It  is  a clumsy 
technique  that  these  political  surgeons  are 
using  to  conduct  this  operation  with  dubious 
propaganda  for  anesthesia  and  a political 
hatchet  for  a scalpel.  How  can  these  federal 
politicians  have  so  little  faith  in  our  local 
institutions  or  the  pride  of  our  citizens? 

Course  Of  Action 

Since  this  issue  is  to  be  joined  again  in  the 
88th  Congress,  this  may  be  a good  time  to 
analyze  the  problem,  look  at  the  facts,  and 
consider  our  course  of  action.  Let’s  begin 
with  a statement  of  the  problem  as  the  Social 
Security  proponents  say  it  exists. 

First,  the  aged  spend,  on  the  average,  about 
twice  as  much  on  medical  care  as  do  younger 
persons.  This  statement  is  true. 

Second,  since  most  aged  persons  are  no 
longer  working,  their  money  incomes,  on  the 


average,  are  only  about  half  as  large.  This 
statement  is  true. 

Third,  the  cost  of  medical  care  is  high  and 
rising.  This  statement  is  true. 

Fourth,  most  aged  men  and  women  are 
unable  to  finance  their  own  health  care  costs. 
This  statement  is  false. 

False  Premise  Of  Medicare 

The  proponents  of  Medicare  say  the  only 
solution  is  to  increase  Social  Security  taxes 
on  every  working  person  and  on  his  employer. 
This  money  would  be  used  currently  to  pay 
hospitals,  nursing  homes  and  home  health 
agencies  rendering  services  to  aged  persons. 
This  “only  solution”  statement  is  false,  be- 
cause the  Administration  proposal  is  not  the 
only  solution.  Private  enterprise  can  do  the 
joh,  and  private  enterprise  will  do  the  job — 
provided  we  do  not  let  it  fall  into  political 
hands,  provided  we  keep  politics  out  of  health, 
federal  surveillance  out  of  sickness. 

The  fact  that  private  enterprise  can  do  the 
job  is  the  first  major  reason  why  this  Medi- 
care program  is  both  unnecessary  and  unde- 
sirable. This  is  a land  made  great  by  private 
business — not  by  the  socialistic  schemes  of 
bureaucrats.  Take  a look  at  the  performance 
record  of  private  enterprise  in  the  insurance 
of  our  population.  In  1951,  about  85  million 
Americans  had  some  form  of  private  health  in- 
surance coverage.  A decade  later,  in  1961, 
that  number  had  risen  by  60  per  cent,  cover- 
ing some  135  million  Americans,  or  nearly 
three  out  of  every  four  persons.  Today  some- 
what more  than  125  million  people  have  in- 
surance for  both  hospital  and  surgical  ex- 
penses; over  92  million  have  hospital  insur- 
ance services  other  than  surgery;  and  34  mil- 
lion have  the  extensive  benefits  of  major  medi- 
cal insurance  which  was  only  in  the  very  early 
experimental  stage  as  recently  as  a decade 
ago. 

While  health  insurance  for  the  total  popu- 
lation dates  back  to  the  1930’s,  it  was  not 
until  the  early  1950’s  that  private  enterprise 
and  voluntary  agencies  developed  protection 
programs  especially  tailored  to  the  needs  of 
persons  over  65.  In  1952,  probably  no  more 
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than  26  per  cent  of  the  aged  had  health  in- 
surance. But  by  1957,  it  was  estimated  that 
43  per  cent  had  this  protection,  and  today 
about  53  per  cent  of  the  total  aged  popula- 
tion have  some  form  of  private  health  insur- 
ance. It  is  important  to  recognize  that  in 
sheer  numbers  of  people,  health  insurance 
coverage  for  the  aged  has  grown  from  3 mil- 
lion to  more  than  9 million  persons,  or  by  200 
per  cent.  This,  I submit,  is  a tremendous 
achievement  in  little  less  than  a decade. 

The  government  itself  is  now  completing  a 
survey  of  health  insurance  protection  in  our 
major  cities  and  already  has  found  that  seven 
or  eight  out  of  every  ten  families  have  some 
form  of  coverage  for  their  medical  care. 

Insurance  Future  Could  Be  Hazy 

What  of  the  future — can  we  look  forward 
to  continued  progress  under  the  traditional 
free  enterprise  system?  The  insurance  in- 
dustry of  which  I have  long  been  a part  has 
made  this  careful  estimate:  because  coverage 
is  spreading  so  rapidly  among  older  people 
today  and  because  many  more  persons  who 
are  still  of  working  age  will  carry  health  in- 
surance into  retirement,  in  less  than  seven 
years — by  1969 — somewhere  between  70  and 
80  per  cent  of  the  aged  who  need  and  want 
health  insurance  will  have  it.  All  of  this 
assumes,  of  course,  that  the  federal  govern- 
ment does  not  move  in  and  push  private  en- 
terprise out.  If  they  stifle  insurance,  why  not 
the  food  and  clothing  industry — they  are  es- 
sential too. 

While  health  insurance  coverage  has  been 
spreading  among  our  older  citizens,  something 
else  has  been  going  on,  too.  This  “something 
else”  is  innovation — innovation  in  the  ad- 
ministration and  in  the  variety  of  plans  offered 
to  all  Americans. 

It  is  now  commonplace,  for  example,  for 
an  employer  to  continue  group  health  insur- 
ance on  his  employees  and  their  dependents 
after  the  employee  has  retired,  generally  with 
part  or  all  of  the  premium  paid  by  the  em- 
ployer. 

Another  modification  permits  a retiring 
employee  to  convert  his  group  insurance  to 


individual  coverage  without  being  required 
to  show  proof  of  good  health. 

Still  another  experiment  that  has  proved 
successful  is  coverage  of  groups  already  re- 
tired, through  such  organizations  as  the  Na- 
tional Retired  Teachers  Association,  the 
American  Association  of  Retired  Persons  and 
the  established  Golden  Age  Clubs. 

Still  other  changes  include  policies  which 
are  purchased  at  young  ages  and  are  either 
fully  paid-up  at  age  65  or  are  guaranteed  re- 
newable for  the  life  of  the  individual.  And 
there  are  policies  available  today  which  have 
no  upper  age  limit  on  issuance.  As  a matter 
of  fact,  several  companies  have  offered  mass 
enrollments  to  senior  citizens  within  a given 
state,  regardless  of  age  and  without  a health 
examination  or  other  evidence  of  insurability. 

Yet  another  outstanding  example  of  in- 
novation has  been  made  possible  by  the  ac- 
tion of  the  Connecticut,  Massachusetts  and 
New  York  state  legislatures.  These  states 
have  amended  their  insurance  laws  to  permit 
private  insurance  companies  to  organize  co- 
operatively to  provide  individual  health  poli- 
cies at  low-cost  group  rates.  This  is  a mas- 
sive break-through  in  easing  the  threat  of 
financial  disaster  arising  out  of  prolonged  ill- 
ness for  millions  of  people  over  65.  Many  of 
us  in  the  insurance  business  are  hopeful  that 
these  “over  65”  programs  can  be  worked 
out  on  a regional  basis. 

The  Inevitable  Minority 

And  yet,  with  all  of  this  tremendous  growth, 
innovation  and  experimentation  in  health  in- 
surance coverage,  we  recognize  that  there  will 
always  be,  unfortunately,  some  Americans, 
both  old  and  young  alike,  who  cannot  afford 
health  insurance.  Nor  do  they  have  relatives 
to  purchase  insurance  for  them. 

How  do  we  meet  such  situations?  We  meet 
them  simply  the  way  Americans  always  have 
met  them:  we  help  those  who  are  in  need, 
whether  they  are  young  or  old.  For  example, 
it  has  long  been  public  policy  to  provide  hous- 
ing only  to  those  who  truly  need  it.  Veterans 
whose  disabilities  are  not  related  to  military 
service  receive  free  hospitalization  if  they 
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can’t  afford  to  pay  for  it.  The  United  Auto 
Workers’  Union  helps  its  members  out  during 
a strike  situation  only  if  they  need  it.  This 
is  in  the  American  tradition — helping  those 
who  truly  need  help. 

The  Kerr-Mills  Program 

This  brings  me  to  the  second  major  reason 
why  there  is  no  need  for  Medicare.  In  1960, 
Congress  passed  what  has  come  to  be  known 
as  the  Kerr-Mills  program  of  “Medical  As- 
sistance for  the  Aged.”  It  is  designed  to 
help  those  over  65  who  can  meet  their  every- 
day living  expenses  but  just  can’t  meet  some 
or  possibly  all  of  their  medical  expenses. 

Congress  clearly  intended  that  eligibility 
requirements  under  this  program  should  not 
be  harsh.  Each  state  has  discretion  to  dis- 
regard in  whole  or  in  part  the  existence  of 
any  income  or  other  financial  resources  of  a 
person  applying  for  medical  assistance.  A 
person  can  be  eligible  even  though  there  is 
a son  or  daughter  able  to  pay  all  or  part  of 
the  mother’s  or  father’s  care,  and  the  state 
cannot  take  away  the  home  of  an  older 
couple  in  need  of  help. 

So  far,  25  states,  including  Vermont,  and 
three  territories,  with  60  per  cent  of  the  na- 
tion’s aged  population,  have  Kerr-Mills  pro- 
grams in  operation,  and  five  other  states  need 
only  minor  legislative  action  to  become  eligi- 
ble. In  June  of  this  year,  more  than  101,000 
persons  were  receiving  medical  care  under  the 
Kerr-MUls  program.  The  total  amount  paid 
out  in  that  month  alone  was  $17.4  million — 
an  average  of  about  $170  per  person. 

That  represents  progress,  but  we  cannot 
and  should  not  be  satisfied  until  the  program 
is  operating  in  every  state  where  state  resi- 
dents believe  it  is  needed.  Why,  may  I ask 
do  not  those  Medicare  proponents  who  are 
truly  concerned  with  greater  protection  for 
the  aged  use  some  of  their  energy  to  stimulate 
action  in  the  25  states  still  outside  the  eKrr- 
Mills  program. 

There  is  yet  a third  reason  why  the  Social 
Security  approach  is  not  needed,  and  that  has 
to  do  with  a current  myth  about  the  economic 
status  of  our  older  citizens — the  myth  that 


many  of  our  over-65  people  are  poverty 
stricken.  We  often  hear  it  said  that  55  to  60 
per  cent  of  our  older  population  have  money 
incomes  of  $1,000  or  less  a year.  Let  me 
show  you  how  such  “facts”  can  be  grossly 
misleading.  A housewife  is  classified  by  the 
Census  Bureau  as  having  “no  income,”  even 
though  her  husband  is  earning  say  $5,000  or 
$10,000  a year.  The  same  Census  Bureau 
reported  in  1960  that  24  per  cent  of  all  women 
65  and  over  had  “no  income,”  a statistic 
which  the  Medicare  supporters  slyly  cited  to 
support  their  case.  But  they  neglected  to 
mention  that  younger  women  are  worse  off, 
because  the  1960  census  also  showed  that  47 
per  cent  of  all  women  aged  14  to  64  had 
“no  income.” 

It  may  be  statistically  accurate  to  conclude 
that  half  of  my  family  has  “no  income”  be- 
cause my  wife  is  not  employed.  But  I’m 
afraid  my  wife  knows  she  has  income — and  I 
know  it  too  at  the  first  of  each  month — re- 
gardless of  the  statistician’s  arithmetical 
myopia. 

Average  Income  On  Family  Basis  Is  Modest 

And  on  a family  basis,  we  find  that  many 
of  the  aged  have  at  least  a modest  money 
income.  In  1960,  half  of  the  6.2  million 
families  headed  by  persons  over  65  had  money 
incomes  of  $2,900  or  more,  and,  where  the 
head  of  the  family  worked  full  time,  half  the 
families  had  incomes  of  over  $5,200  a year. 
A surprising  number  of  our  “senior  citizens” 
continue  to  work  after  they  reach  65 — in 
fact,  about  3.1  million  men  and  women  over 
age  65  were  job  holders  as  recently  as  August 
of  this  year. 

Nor  is  income  the  only  factor  to  be  weighed 
in  considering  the  medical  problems  of  the 
aged.  For  example,  while  it  is  true  that  most 
of  our  aged  are  no  longer  working,  it  is  equally 
true  that  they  no  longer  have  the  costly  re- 
sponsibilities of  younger  people  who  are  work- 
ing. Their  children  are  grown,  they  no  longer 
have  to  worry  about  clothing,  feeding,  housing 
and  educating  them,  and  they  pay  reduced 
federal  income  and  Social  Security  taxes. 

More  importantly,  many  have  more  assets 
than  do  younger  people.  The  1960  Survey  of 
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Consumer  Finances  conducted  by  the  Uni- 
versity of  Michigan  reported  that  87  per  cent 
of  the  families  headed  by  persons  65  and  over 
had  some  assets,  and  half  of  those  had  total 
assets  of  $9,400  or  more.  Included  in  this  is 
the  home,  a very  important  item.  Government 
figures  show  that  65  to  70  per  cent  of  our 
over-65  families  own  their  own  homes,  com- 
pletely paid  for.  In  contrast,  the  survey  found 
that  only  half  the  families  headed  by  persons 
35  to  44  years  old  had  assets  of  $6,000  or 
more,  and  in  the  under-35  group  only  half 
had  total  assets  of  $900  or  more.  And — prac- 
tically all  of  them  were  struggling  to  meet 
mortgage  payments  and  raise  their  families. 

Please  don’t  mistake  me  I’m  not  suggesting 
that  our  older  citizens  are  rolling  in  wealth. 
But  the  figures  do  show  that  they  are  in 
better  financial  shape  than  some  people  would 
have  us  believe. 

Also,  we  have  every  reason  to  believe  that 
tomorrow’s  aged  will  be  much  better  off  than 
those  of  yesterday  or  today,  principally  be- 
cause of  the  tremendous  movement  of  people 
under  65  into  the  65  and  over  group.  About 
13  million  men  and  women  who  were  under 
65  in  1960  will  have  entered  into  the  retire- 
ment years  by  1970  with  at  least  20  years  of 
employment  behind  them.  They  will  be  re- 
tiring at  progressively  higher  Social  Security 
rates  and  an  increasing  number  will  be  draw- 
ing private  pensions.  Home  ownership  will 
be  more  prevalent  among  them  and  a larger 
proportnon  than  ever  will  carry  health  insur- 
ance into  retirement  because  of  program  set 
up  by  their  employers. 

A Progressively  Shrinking  Problem 

It  should  be  clear  to  the  most  blinded  Medi- 
care proponent  that  the  medical  cost  problem 
of  the  aged  is  a progressively  shrinking  prob- 
lem. It  promises  to  be  transitional,  not  per- 
petual, and  therefore  does  not  call  for  a solu- 
tion— like  the  Social  Security  approach — 
which  is  designed  to  operate  in  perpetuity. 

With  our  present  program  of  Social  Security 
cash  benefits  facing  a very  severe  test  during 
this  decade  of  the  1960’s,  it  is  difficult  to 
understand  the  reasoning  of  those  who  would 


permanently  saddle  the  additional  cost  of 
Medicare  onto  Social  Security.  Maximum 
Social  Security  taxes  on  each  worker  and  his 
employer  will  rise  from  $150  this  year  to  $222 
in  1968,  with  no  corresponding  increase  in 
benefits.  All  of  the  money  raised  through 
higher  taxes  is  needed  to  pay  benefits  already 
promised  by  Congress  to  the  many  millions 
of  aged,  their  dependents  and  their  young 
survivors  who  are  coming  on  the  rolls  in  the 
future.  There  will  be  nothing  left  over  to 
make  benefits  bigger  or  easier  to  get — or  to 
add  on  new  benefits — not  a thin  dime. 

I am  not  an  overly  suspicious  man,  but  in 
view  of  all  the  facts  I have  laid  before  you 
this  evening,  I find  myself  wondering  why  the 
Administration  is  so  adamant  about  estab- 
lishing the  principle  of  Social  Security  paying 
for  services.  Are  the  advocates  of  Medicare 
as  humanitarian  as  they  contend?  Or  is  there 
something  up  the  magician’s  sleeve. 

Looking  back  over  the  record  of  the  Senate 
debate  last  July,  we  find  the  Junior  Senator 
from  Tennessee  acknowledging  that  he  viewed 
the  Social  Security  health  insurance  proposal 
as  “only  a beginning.”  And  we  find  Walter 
Reuther,  President  of  the  United  Auto  Work- 
ers, saying  that  the  real  objective  is  to  get 
the  principle  of  Social  Security  paying  for 
services  and  then  to  build  on  that  princple. 
So  we  see  that  the  proposal  to  add  just  one- 
quarter  of  one  per  cent  to  our  Social  Security 
tax  is  just  a starter — a sort  of  foot  in  the  door. 

Perhaps  the  real  truth  is  that  this  legisla- 
tion has  been  designed  to  create  pressures 
for  future  expansion — first  to  cover  other 
kinds  of  service  and  then  to  cover  the  entire 
population,  not  just  those  over  65. 

Let  me  explain:  We  know,  for  example,  that 
many  older  persons  have  less  need  for  hospital 
care  than  for  doctor’s  visits,  dental  care,  and 
drugs  and  medicines  administered  outside  the 
hospitals.  What  do  you  suppose  will  happen 
when  they  find  out  that  Medicare  won’t  really 
help  them  because  it  ignores  three-fourths  of 
their  needs? 

Under  the  Social  Security  approach,  age  is 
the  sole  criterion  for  Medicare  eligibility.  A 
man  of  65  who  is  eligible  for  Social  Security 
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cash  benefits  but  who  isn’t  getting  them  be- 
cause he  is  working  full  time  can  have  his 
health  care  bills  paid.  But  another  man,  64 
years  of  age,  working  full  time  for  the  same 
company  at  a lower  salary  is  denied  help  be- 
cause he  isn’t  old  enough.  And  what  about 
the  62  and  63  year  old  widows  living  on  small 
Social  Security  cash  benefits?  Or  perman- 
ently disabled  persons  under  65  who  are  un- 
able to  work?  Don’t  they  need  their  health 
bills  paid  for  more  than  the  65-year-old  who 
can  work  full  time? 

,With  so  many  built-in  inequities,  it  doesn’t 
tax  the  imagination  to  see  that  Congress 
would  soon  be  under  pressure  to  expand  Medi- 
care to  everyone  covered  by  Social  Security, 
regardless  of  age. 

In  the  meantime  every  young  married 
family,  raising  children,  paj^.ng  for  their 
homes,  educating  their  sons  and  daughters, 
will  be  taxed  to  provide  nothing  for  them- 
selves—benefits  for  those  over  65  be  they 
millionaires,  paupers,  prosperous  farmers,  doc- 
tors, lawyers,  in  their  prime  earning  years — 
what  a cruel  unjust,  foreign,  socialistic  mess 
this  is. 

Let’s  ask  ourselves  if  this  is  what  we  want 
in  this  country.  President  Kennedy  said  in 
his  Madison  Square  Garden  speech  in  New 
York  City  last  May  that  “we  are  behind  every 
country,  pretty  nearly,  in  Europe  in  this 
matter  of  medical  care  for  our  citizens.” 


As  much  as  I want  to  see  harmony  between 
business  and  government,  I strenuously  dis- 
agree with  the  President.  To  the  absolute 
contrary  I believe  we  are  ahead  of  all  other 
countries.  The  reason  we  are  ahead,  the 
reason  why  we  do  not  and  will  not  have  a 
universal  compulsory  program  in  this  country 
is  because  private  enterprise,  private  medicine 
has  successfully  filled  the  void.  The  record 
shows  that  we  are  continuously  striving  to  find 
new  and  better  ways  to  meet  the  medical 
needs  of  our  citizens.  The  governments  had 
to  step  in  in  those  foreign  countries  because 
practically  nothing  had  been  done  by  private 
enterprise. 

Let’s  remember  that  it  wasn’t  the  govern- 
ment that  made  this  country  economically 
strong.  It  was  a people  gifted  with  the  courage 
and  the  ability  to  do  for  themselves.  It’s  a 
strange  irony  that  a people  who  just  a month 
ago  faced  calmly  and  steadfastly  up  to  the 
imminent  peril  of  nuclear  war  are  being  told 
today  that  they  can’t  take  care  of  themselves. 

The  United  States  is  the  only  country  left 
where  there  still  flourishes  the  opportunity 
to  experiment,  to  innovate,  and  to  develop  its 
own  voluntary  solutions  in  the  medical  care 
field. 

Let's  keep  it  that  way. 

Let’s  keep  politics  out  of  health,  federal 
surveillance  out  of  sickness. 


Psychiatric  Day  Care  Program 

A psychiatric  program  for  the  treatment  of  emotionally  disturbed  adults 
who  need  frequent  psychotherapy  but  who  do  not  require  full  hospitaliza- 
tion will  be  opened  for  the  first  time  at  Philadelphia’s  Albert  Einstein 
Medical  Center.  Psychiatric  patients  will  receive  intensive  group  and 
individual  psychotherapy,  supported  by  occupational  and  recreational 
therapy.  Plans  are  under  way  to  open  a similar  program  for  adolescents 
later  this  year. 
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A PHYSICAL  FITNESS  PROGRAM 


FOR  SCHOOL  HEALTH 


* The  publication  of  this  article  is  at  the  request 
of  the  Committee  on  School  Health  to  coincide  with 
“National  Fitness  Week,”  beginning  May  20th. 


The  Role  Of  The  Home 

The  home  is  the  basic  unit  of  society  and, 
therefore,  the  place  where  the  greatest  good 
can  be  accomplished  earliest  in  fitness  educa- 
tion of  young  people. 

A first  objective  is  to  make  parents  aware 
that  fitness  is  a family  affair  and  should  begin 
under  their  supervision  in  the  home.  There- 
fore, a program  of  parent  education  needs  to 
be  developed. 

The  home  provides  the  basic  foundation  for 
the  health  and  physical  fitness  of  the  child. 
The  parents’  main  role  is  to  encourage  chil- 
dren to  learn  bodily  control  since  the  success 
of  programs  of  other  agencies  promoting  physi- 
cal fitness  depends  to  a large  degree  on  this 
foundation  program  begun  early  in  the  life 
of  the  child. 

The  home  can  provide  for  physical  fitness 
by: 

1.  Furnishing  a healthful  atmosphere  that 
satisfies  the  health  needs  of  a child. 
Periodic  medical  check-ups  are  essential. 

2.  Encouraging  pre-school  children  to  par- 
ticipate in  active,  vigorous  play  habits 
which  will  contribute  to  physical  develop- 
ment, such  as  running  games,  outdoor 
play,  stunts,  tumbling,  and  the  like. 

3.  Limiting  sedentary  leisure  time  activities. 

4.  Assigning  work  tasks  to  children  of  all 
ages  which  are  within  the  child’s  capa- 
cities, but  that  require  physical  work. 

5.  Supporting  and  encouraging  the  child 


in  the  physical  education  and  physical 
fitness  program  of  his  school. 

6.  Requiring  children  to  spend  an  hour  a 
day  outside  of  school  in  physical  activity 
through  clubs,  park,  and  playground 
programs,  on  individual  pursuits. 

7.  Arranging  for  family-type  activities — 
walking,  cycling,  swimming,  skating,  and 
camping. 

8.  Discouraging  activities  which  build  sed- 
entary habits,  riding  instead  of  walking 
to  school,  excessive  television  watching, 
and  the  like. 

9.  Planning  neighborhood  playgrounds  — 
each  family  in  block  providing  some 
facility. 

10.  Planning  of  family  schedule  so  that  all 
members  have  time  to  participate  as  a 
group. 

11.  Developing  home  exercise  programs  simi- 
lar to  English  plan — Keep  Fit  Club. 

12.  Developing  parent  leadership  in  securing 
fitness  programs  in  the  community. 

Physical  Fitness  Conditioners  For  Youth 

Do  four  of  these  activities  each  day.  Vary 
your  selection  so  that  you  will  do  each  one  of 
them  at  least  once  every  two  weeks. 

1.  Walk  briskly  one  mile  (or  12  blocks). 

2.  Jump  rope  (jump  at  least  three  times  the 
number  of  your  age). 

3.  Hop  on  each  foot  for  60  seconds  (or  50 
‘ times). 

4.  Pushups.  Boys;  Do  the  same  number  of 
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push-ups  as  your  age.  Girls:  Do  one- 
half  the  number  of  push-ups  as  your  age. 

5.  Walk  on  hands  25  feet  (be  sure  to  have 
adult  holding  your  feet). 

6.  Sit-ups.  With  straight  legs:  Do  twice 
the  number  of  sit-ups  as  your  age. 

With  bent  knees:  Do  twice  the  number 
of  sit-ups  as  your  age. 

7.  'Alternate  walking  50  steps  and  running 
50  steps  for  two  minutets  or  around  the 
block. 

8.  Turn  five  forward  somersaults. 

9.  Stand  on  one  foot  in  good  posture  with 
eyes  closed  and  hands  on  hips — hold 
position  for  10  seconds.  Do  it  first  on 
the  right  foot  and  then  on  the  left. 

10.  Standing  with  knees  straight,  touch  the 
floor  (or  ground)  with  the  fingertips  the 
same  number  of  times  as  your  age. 

11.  Climb  through  the  Broomstick  without 
losing  grip  on  the  stick. 

12.  Pull  ups.  Boys:  Do  one-half  the  number 
of  pull-ups  as  your  age. 

13.  Run  in  place  as  fast  as  you  can  for  10 
seconds,  then  rest  for  10  seconds  (re- 


peat three  times  to  start  with  and  grad- 
ually work  up  to  a total  of  ten  times. 

14.  Lying  on  back  on  floor  with  knees 
straight,  lift  legs  about  10  inches  off 
the  floor  and  hold  for  10  seconds. 

15.  Lying  on  stomach  on  floor  and  arms 
spread  out  to  the  side,  lift  the  chin,  chest, 
and  arms  off  the  floor  as  high  as  you  can 
(repeat  the  same  number  of  times  as 
your  age  to  start  with  and  gradually 
work  up  to  a total  of  tiwce  your  age). 
This  is  sometimes  called  the  Wing  Lift. 

16.  Duck  Waddle  (do  ten  steps  to  start  with 
and  gradually  work  up  to  a total  of  25 
steps. 

17.  Broad  jump  standing  (jump  as  many 
times  as  the  number  of  your  age). 

18.  Jump  and  reach  as  high  as  you  can 
(jump  as  many  times  as  the  number  of 
your  age). 

19.  Rise  up  on  your  toes  as  high  as  you  can, 
and  then  let  heels  down  on  floor  (do  it 
rapidly  starting  with  ten  times  and  grad- 
ually work  up  to  a total  of  100). 

20.  Participate  in  both  a team  sport  and 
one  individual  sport  once  a week. 
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FAIRLEE  MANOR  CAMP 


At  Fairlee  Manor  Camp,  a good  sense  of  sports- 
manship is  developed.  Swimming  facilities — both 
in  the  two  swimming  pools  and  the  natural  pond 
— offer  wonderful  opportunities  for  natural  ex- 
ercise and  therapy. 


Adults  and  young  adults  enjoy  craft  work  and 
creative  projects.  In  addition  to  the  healthful 
surroundings,  the  companionship  and  daily  con- 
tacts afford  each  camper  a valuable  experience 
during  these  two-week  sessions. 


FAIRLEE  MANOR  CAMP 


• A timely  reminder  of  the  summer  vaca- 
tion facilities  available  to  those  children  and 
adults  w/ho  are  physically  handicapped  and 
who  need  this  type  of  program  to  develop 
their  level  of  physical  fitness. 


The  Delaware  Society  for  Crippled  Chil- 
dren and  Adults  was  fortunate  in  receiving  as 
a gift  in  1954,  Fairlee  Manor,  former  home  of 
Mrs.  Louisa  d’A.  Carpenter  of  Montchanin. 
This  262-acre  estate  located  on  Chesapeake 
Bay  (7  miles  from  Chestertown,  Maryland), 
has  been  developed  into  a camp  for  crippled 
children  and  adults  for  residents  of  Delaware 
and  a few  children  from  Maryland. 

Fairlee  Manor  Camp  operates  for  eight 
weeks  each  summer  with  dormitory  facilities 
for  boys  and  girls,  a large  dining  hall,  two 
swimming  pools,  a fresh  water  pond  (stocked 
with  bass  and  assorted  fresh  water  fish),  and 
an  overnight  camp  site.  The  first  two  weeks 
are  reserved  for  children  between  the  ages  of 
6 through  11;  the  second  two  weeks  for  older 
children  from  12  through  16. 

Young  adults  and  adults  attend  the  third 
two-week  session.  The  last  period  is  reserved 
for  children  between  the  ages  of  8 and  14  who 
are  referred  to  us  by  the  Delaware  Heart 
Association  which  pays  all  fees  for  these  chil- 
dren. 

Children  in  the  first  three  sessions  must 
have  a physical  handicap  that  would  prevent 
them  from  attending  a regular  camping  pro- 
gram. The  Society  accepts,  on  a trial  basis, 
any  child  who  is  physically  impaired  as  a re- 
sult of  illness,  injury,  or  birth  defect  and  who 
has  been  referred  to  us  by  some  physician 
who  has  had  previous  experience  with  the 


individual’s  condition.  Mentally  retarded 
children  are  not  included  in  the  program. 

The  camp  is  entirely  recreational  in  nature 
and  does  not  provide  any  form  of  therapy.  A 
registered  nurse  is  part  of  the  camp  staff  and 
a Chestertown  doctor  works  very  closely  with 
us  on  any  medical  problems  that  might  occur 
during  a child’s  stay  at  camp. 

The  program  consists  of  nature  study, 
swimming,  hand  crafts  and  overnight  camping 
near  our  fresh  water  pond.  Beach  parties  are 
held  at  least  once  during  each  child’s  two- 
week  session  at  Fairlee. 

The  present  capacity  at  camp  of  forty 
children  and  thirteen  counselors — a ratio  of 
one  counselor  for  every  three  campers — is 
necessary  because  of  the  high  incident  of 
children  who  need  almost  complete  custodial 
care. 

Each  parent  is  asked  to  pay  a fee  of  $30 
per  week,  or  $60  for  the  two-week  session. 
In  spite  of  this  fee  scale,  the  Society  subsidizes 
the  camp  for  approximately  half  of  the  total 
budget.  Funds  for  the  subsidy  are  raised 
through  the  Easter  Seal  Campaign  held  each 
year,  four  weeks  before  Easter. 
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NEW  TAX  RULES  DEFINEDt 


* This  brief  summary  of  the  new  tax  deduction 
regulations  affecting  “travel,  entertainment  and 
gift  expenses”  may  be  useful  as  a guide  in  main- 
taining a diary  of  these  business  expenses. 


“Cohan  Rule”  Eliminated — 

All  Expenses  Must  Be  Proved 

The  Cohan  Rule  has  been  discarded.  The 
rule  was  named  after  the  famous  theatrical 
personality  and  songwriter,  George  M.  Cohan, 
who  claimed  many  expenses  for  which  he  kept 
no  records.  The  Cohan  Rule,  predicated  on  a 
U.S.  Court  of  Appeals  decision,  permitted  a 
deduction  based  on  a reasonable  estimate  of 
business  expenses,  in  the  absence  of  complete 
and  detailed  records.  Thus,  although,  under 
the  old  tax  law,  you  were  permitted  to  deduct 
a reasonable  estimate  of  your  business  ex- 
penses under  the  "'Cohan  Rule”  the  new  law 
specifically  eliminates  estimates  for: 

1.  Travel  expenses,  including  meals  and 
lodging  away  from  home. 

2.  Entertainment,  amusement  or  recrea- 
tion expenses  and  expenses  with  respect 
to  facilities  used  for  such  activities. 

3.  Business  Gifts. 

Commencing  January  1,  1963,  to  deduct 
this  type  of  expense,  you  must  have  adequate 
records  or  sufficient  evidence  to  prove: 

1.  The  amount;  such  as  checks,  receipts, 
etc. 

2.  The  time  and  place  of  the  travel,  en- 
tertainment, amusement,  recreation  or 

■f Courtesy  of  Whitehill  Taxkeepin.g  Systems,  In- 
corporated,  New  York. 


use  of  the  facility,  or  the  date  and  de- 
scription of  the  gift. 

3.  Business  purpose. 

4.  Business  relationship  of  persons  enter 
tained,  using  the  facility,  or,  receiving 
the  gift. 

For  deductions  under  2,  3,  & 4 a detailed 
business  diary  may  provide  the  required  record 
if  it  is  clearly  kept  and  records  the  date, 
amount,  nature  and  business  purpose  of  the 
expense.  Such  a diary  will  be  sufficient  proof 
(in  lieu  of  cancelled  checks  and  receipts)  for 
incidental  cash  disbursements  for  expenses 
such  as  cab  fares,  tips,  business  lunches,  etc. 

New  Stricter  Rules  For  Deducting 
Entertainment  Expenses 

To  be  deductible  under  the  new  law,  en- 
tertainment, amusement  or  recreational  ex- 
penses (including  business  meetings  at  a con- 
vention or  otherwise)  must  not  only  be  or- 
dinary and  necessary  but  must  also  meet  one 
of  the  two  new  alternative  tests.  You  must 
be  able  to  show  that  such  expenses  were 
either: 

1.  Directly  related  to  the  active  conduct 
of  your  trade  or  business,  or 

2.  If  directly  preceding  or  following  a busi- 
ness discussion,  they  must  be  associ- 
ated with  the  active  conduct  of  your 
trade  or  business. 
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Entertainment  expenses  which  are  not  in- 
curred directly  before  or  after  a business  dis- 
cussion (test  2 above)  will  be  deductible  only 
if  directly  related  to  the  active  conduct  of 
your  trade  or  business.  This  “directly  related” 
test  requires  a much  closer  relationship  be- 
tween the  expense  and  the  effort  to  get  new 
business  (or  to  existing  business)  than  the 
old  “ordinary  and  necessary”  test.  Under 
this  new  test,  goodwill  type  entertainment 
expenses  will  be  subject  to  close  scrutiny.  To 
qualify  as  deductible,  such  expense  must  be 
expected  to  result  in  income  in  the  not  too 
distant  future  though  it  will  not  be  necessary 
to  show  that  income  actually  resulted. 

Thus,  to  justify  an  expense  as  “directly  re- 
lated” to  the  active  conduct  of  your  trade  or 
business,  you  must  be  able  to  show  a close 
relationship  between  the  expenditure  and  the 
acquisition  of  business. 

The  existence  of  conditions  not  conducive 
to  conducting  business  will  ordinarily  indi- 
cate that  the  entertainment  is  not  directly 
related  to  business.  Thus,  the  expense  of 
taking  a customer  to  a night  club,  theatre, 
race  track,  etc.  might  not  be  deductible.  There 
must  at  least  be  an  opportunity  for  business 
discussion. 

Even  though  entertainment  expenses  may 
not  qualify  as  “directly  related”  to  business, 
they  will  still  be  deductible  if  they  are  incur- 
red directly  preceding  or  following  a business 
meeting  or  convention  and  are  associated  with 
the  active  conduct  of  a trade  or  business.  It 
is  under  this  test  that  goodwill  type  enter- 
tainment expenditures  will  be  allowed. 

Certain  specifically  listed  expenses  are  ex- 
empted from  qualifying  as  deductible  under 
either  the  directly  related  or  associated  with 
tests.  Such  expenses  will  only  have  to  meet 
the  existing  “ordinary  and  necessary”  test  to 
qualify  as  deductible.  These  exceptions  are 
the  expenses,  depreciation,  or  losses,  in  pro- 
viding for  or  attending,  for  example: 

(a)  business  meals  in  an  atmosphere  con- 
ducive to  business  discussion. 

(b)  business  meetings,  trade  association 
conventions,  chamber  of  commerce 
meetings,  etc. 


Other  New  Tests  For  Deducting  Costs 
Such  As  Country  Club  Dues 

There’s  also  a new  test  governing  the  main- 
tenance cost  of  facilities  which  the  business 
owns  or  rents  (i.e.,  vacation  retreats,  clubs, 
yachts,  etc.).  To  be  deductible,  the  facility 
must  be  used  primarily  for  the  furtherance  of 
business — meaning  that  more  than  50%  of  its 
actual  use  must  be  for  business  purposes. 
Only  the  actual  business  cost  is  deductible. 

Example:  If  it  can  be  shown  that  a country  club 
is  used  60%  of  the  time  for  business  purposes, 
60%  of  the  annual  dues  will  be  allowed  as  a de- 
duction. But  if  the  percentage  of  business  use  is 
below  50%,  no  part  of  the  dues  will  he  deductible. 

Deducfibility  Of  Travel  Expenses  On  Combination 
Business-Vacation  Trip  Restricted 

When  do  you  have  too  much  “pleasure”  on 
a business  trip?  The  new  tax  law  makes  it 
more  important  than  ever  to  know.  If  the 
primary  purpose  of  your  trip  is  pleasure,  for- 
get about  deducting  anything.  If  the  pri- 
mary purpose  is  business  (more  than  50%), 
you  can  apportion  your  expenses  accordingly. 
If  the  trip  is  for  less  than  one  week,  or  in  the 
case  of  longer  trips,  if  less  than  25%  of  your 
time  is  allocable  to  pleasure,  you  don’t  have 
to  make  any  such  allocation  between  business 
and  pleasure  but  can  deduct  the  entire  trans- 
portation cost  of  the  trip  as  a business  expense. 

Example:  If  .John  Smith  takes  a two-week  busi- 
ness trip  and  then  stays  over  for  two  more  weeks 
on  vacation,  he  can  attribute  only  50%  of  the 
time  to  business.  If  round-trip  transportation 
costs  him  $500,  he  will  be  permitted  to  deduct 
only  half  the  amount  as  a business  expense. 

Limitation  On  Business  Gifts 

The  new  law  is  also  harsh  on  business  gifts. 
No  deduction  will  be  allowed  for  gifts  in 
excess  of  $25  to  any  one  donee  in  any  one  year. 

“Lavish”  Expenses  Not  Deductible 

The  new  law  specifically  provides  that  the 
cost  of  meals  and  lodging  on  business  trips 
cannot  be  deducted  if  they  are  “lavish  or 
extravagant  under  the  circumstances.” 

The  precise  meaning  of  the  words  “lavish 
or  extravagant  under  the  circumstances”  will 
probably  be  a source  of  considerable  contro- 
versy resulting,  no  doubt  in  litigation,  before 
these  words  are  more  definitive. 
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THE  NURSING  PROFESSION 


Drastic  changes  in  nursing  education  and 
service  have  taken  place  in  the  past  two 
decades.  These  changes,  which  in  some  re- 
spects have  been  rather  revolutionary  in  char- 
acter, are  the  result  of  a study  made  on  the 
recommendation  of  National  League  of  Nurs- 
ing Education,  and  the  American  Nursing 
Association.  Through  the  combined  efforts 
of  organized  nursing  societies — favorable  legis- 
lation was  enacted  and  funds  were  obtained 
to  conduct  surveys — to  show  that  the  time 
honored  methods  of  serving  the  public,  were 
no  longer  adequate — and  that  it  was  necessary 
for  “The  Horse  and  Buggy  Age”  to  give  place 
to  “The  Atomic  Age”  with  its  new  responsi- 
bilities and  dangers — and  bring  about  the 
emancipation  of  the  nurse. 

Organized  courses  and  selected  experiences 
during  training  were  arranged  to  provide  the 
student  nurse  with  opportunities  to  acquire 
knowledge,  understanding,  attitudes,  skills, 
and  competencies,  needed  to  give  properly, 
the  total  patient  care  that  the  patient  of 
the  present  demands. 

Despite  the  erudition  of  the  nurse  and  the 
technical  superiority  of  today’s  care — there 
is  very  definite  evidence  of  the  public’s  in- 
creasing dissatisfaction  with  the  type  of  total 
patient  care  that  has  evolved,  and  which  they 
are  now  receiving.  This  dissatisfaction  has 
been  attributed  to  the  depersonalizing  trend 
that  has  unfortunately  accompanied  the  scien- 
tific advances  of  the  period. 

Comprehensive  nursing  involves  meeting 
all  the  needs  of  the  patient — spiritual,  psy- 
chological, social,  and  economic  as  well  as 
physical.  This  includes  the  therapeutic  and 
rehabilitative  aspects  of  health  and  disease. 

In  the  past — the  nurse  has  been  distin- 
guished by  several  outstanding  qualities. 


which  marked  her  as  worthy  of  membership 
in  a noble  vocation.  She  must  have  gentle- 
ness; she  must  have  courage;  she  must  have 
mercy;  she  must  have  perseverance.  This 
type  of  nurse  never  lets  efficiency  stand  in 
the  way  of  mercy,  and  is  mindful  of  the  ad- 
monition that  “the  soul  of  service  must  never 
be  sacrificed  to  technique.” 

Safe  nursing  requires  good  intelligence, 
considerable  scientific  attainment,  and  ade- 
quate technical  training — but  the  primary 
role  of  the  nurse  is  to  help  the  patient  under- 
stand what  is  being  done  for  him,  and  what 
he  is  expected  to  do  to  help  himself  to  be 
restored  to  health  and  normalcy.  This  re- 
quires close  contact  with  patients  to  permit 
the  nurse  to  communicate  and  relate  what  she 
observes — so  that  the  benefits  of  scientific 
medicine  may  be  applied  in  a human  way 
that  preserves  the  individuality  of  the  patient. 

Some  older  physicians  feel  that  “The  New 
Frontier  System  of  Nursing  Education  and 
Service”  has  committed  the  error  of  carrying 
training  to  such  high  levels — that  it  has  de- 
veloped a nondescript  official — not  a doctor, 
yet  more  than  a nurse — unequal  to  great 
emergencies,  yet  too  erudite  for  the  inevitable 
drudgery  of  bedside  nursing  and  consequently 
unwilling  to  perform  the  menial  duties  and 
tasks  that  should  be  a part  of  total  nursing 
care. 

Certainly  there  is  no  objection  to  the  nurse 
obtaining  a wider  cultivation  of  her  intellectual 
pov>^ers  and  interests  through  continued  edu- 
cation so  as  to  qualify  her  for  advancements 
in  professional  status,  for  the  purpose  of  teach- 
ing or  administration,  or  even  to  a degree  of 
Doctor  of  Medicine — but  with  the  current  and 
prospective  shortage  of  nursing  personnel — 
the  greatest  need  is  for  bedside  nursing,  and 
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this  should  take  precedence,  now,  to  provide 
proper  total  care  to  the  sick. 

Formerly,  in  the  training  schools  of  hos- 
pitals, there  was  a conflict  of  interests — since 
the  care  of  the  patient  was  of  paramount  im- 
portance— nursing  education  assumed  second 
place.  Frequently  the  hospitals  absorbed  the 
student  nurses’  whole  time;  her  personal  life 
and  social  life  was  given  little  consideration, 
and  even  her  health  was  disregarded  in  some 
instances.  It  is  to  the  credit  of  the  organized 
nursing  societies  that  these  abuses  have  been 
corrected. 

Some  of  the  problems  centering  around 
shortages  of  nursing  personnel  in  the  hos- 
pitals has  been  helped  by  training  of  medical 
and  surgical  technicians — practical  nurses,  and 
nurses  aides.  However,  according  to  the 
nurses  in  charge  of  departments — adequate 
personnel  cannot  be  obtained  because  of  the 
insistance  of  the  hospital  administration,  on 
curtailment  of  operating  costs.  Consequently, 
the  physician  is  required  to  perform  nursing 
services  for  his  patient — that  certainly  does 
not  follow  long  established  precedents — and 
is  not  conducive  to  good  total  patient  care. 

To  cite  a case  in  point:  the  delivery  room. 
The  patient  is  placed  on  the  table  and  the 
physician  is  left  to  his  own  devices — “scrub- 
bing, draping,  delivery,  repair  of  episiotomy.” 
An  assistant  with  a degree  in  nursing  is  not 
necessary — but  a trained  aide  would  be  very 
helpful — even  in  the  best  interests  of  the 
mother  and  infant. 

The  average  length  of  the  nurses’  profes- 


sional life  is  about  ten  years — after  this  time 
either  because  of  marriage  or  for  other  rea- 
sons a very  large  majority  resign  from  the 
profession.  During  my  professional  life  I 
have  seen  three  generations  of  nurses  faith- 
fully performing  the  tasks  of  their  vocation. 
Their  busy  lives  have  been  filled  with  beauty 
— the  beauty  of  sacrifice — of  precise  scientific 
skill — of  utter  self  abnegation  and  complete 
self  effacement.  Much  of  the  credit  a physi- 
cian receives,  truly  belongs  to  these  efficient 
nurse  assistants. 

Allusions  to  age  are  reminders  to  one’s 
self  that  he  must  not  infringe  on  the  domain 
of  youth.  However  it  is  noteworthy  that 
“this  neo-erudite  type  nurse”  is  frequently 
lacking  in  respect — sometimes  even  to  the 
point  of  discourtesy  to  which  older  physicians 
are  unaccustomed.  This  may  be  attributed 
to  the  spirit  of  the  times — and  could  eman- 
ate from  home  training. 

The  good  physician  thinks  first  of  the  wel- 
fare of  his  patient — how  he  can  cure  or  bene- 
fit him.  In  the  same  way  the  conscientious 
nurse,  thinks  first  of  her  patient — and  wants 
to  give  him  the  best  nursing  care,  regardless 
of  her  professional  attainments. 

To  counteract  the  public’s  present  dissatis- 
faction with  medical  care — nurses  must  be  re- 
turned to  the  bedside — not  only  to  give  tradi- 
tional patient  care — but  to  assume  responsi- 
bility for  clinical  observation  and  the  coordin- 
ation of  patient  care  services  and  patient  edu- 
cation— to  give  the  total  care  the  patient  is 
paying  for  and  deserves. 


Brief  Briefs 

• Childhood  Leukemia — A Pamphlet  for  Parents,  prepared  for  distribu- 
tion by  physicians  to  parents  of  leukemic  children,  has  been  released  by 
the  National  Cancer  Institute,  Public  Health  Service.  Copies  are  available 
to  physicians  only,  free  of  charge  from  the  Office  of  Information  and 
Publications,  National  Cancer  Institute,  Bethesda  14,  Md. 

• A limited  number  of  copies  of  a painting  of  the  founding  of  the  Ameri- 
can Medical  Association  are  available,  while  they  last,  to  members  of  the 
Medical  Society.  Please  make  your  request  early  as  they  cannot  be 
stored  indefinitely. 
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Robert  G.  Stevens,  M.D.,  President  of  the  Pennsylvania  Academy  of  Physical  Medicine  and  Reha- 
bilitation, demonstrates  an  examination  for  cervical  myoligamentous  strains  at  the  Delaware  Aca- 
demy of  General  Practice’s  seminar  on  physical  medicine.  David  Platt,  M.D.,  chairman  of  the 
Education  Committee,  and  George  J.  Boines,  M.D.,  program  chairman,  look  on.  The  “patient”  is 
Miss  Anne  Cogan,  occupational  therapist  at  the  Delaware  Curative  Workshop. 


Over  a hundred  registrants  from  Delaware 
and  Pennsylvania  attended  the  April  6 con- 
ference on  physical  medicine  and  rehabilita- 
tion sponsored  jointly  by  the  Delaware  Aca- 
demy of  General  Practice,  the  Pennsylvania 
Academy  of  Physical  Medicine  and  Rehabili- 
tation, and  the  Wilmington  General  Hospital. 

Held  at  the  Wilmington  General  Hospital, 
the  meeting  was  opened  by  William  D.  Shel- 
lenberger,  DAGP  president,  and  Dr.  Mark 
G.  Cohen,  director  of  education  for  the  hos- 
pital. Dr.  George  J.  Boines  moderated. 

Dr.  Robert  Stevens  of  Williamsport,  presi- 
dent of  the  Pennsylvania  group,  gave  the  first 
paper.  He  discussed  proper  writing  of  physi- 
cal medicine  prescriptions  urging  specific  in- 
structions for  therapists  rather  than  the 
loo.sely  worded  requests  for  “therapy”  that 
they  frequently  receive.  Dr.  Nathan  Sussman 
of  Harrisburg  followed  with  a strong  plea  for 
early  use  of  supportive  devices  and  appliances 
in  arthritis  to  avoid  secondary  damage  caused 


by  misapplication  of  weight  and  stress  to 
impaired  structures. 

Papers  on  the  practical  management  of  the 
problem  of  hemiparetics,  given  by  Dr.  John 
Goldschmidt  of  Philadelphia,  and  on  the  office 
practice  of  physical  medicine,  given  by  Dr. 
Herman  Rudolph  of  Reading,  and  a joint 
panel  on  the  low  back  pain  syndrome  fol- 
lowed. Miss  Mae  Hightower  of  the  Delaware 
Curative  Workshop  and  Miss  Sara  Donovan 
of  the  Visiting  Nurse  Association  concluded 
the  morning  session  with  discussions  of  physi- 
cal therapy  in  the  hospital  and  in  the  home. 

The  afternoon  was  devoted  to  an  analysis 
of  abnormal  gaits  and  their  correction  by  Dr. 
Eleanor  Bendler,  practical  considerations  in 
deciding  whether  or  not  to  use  a rehabilitation 
center  by  Dr.  H.  Frazer  Parry,  and  a panel 
discussion  on  posttraumatic  cervical  myoliga- 
mentous strains.  The  last  panel  was  high- 
lighted by  an  urgent  plea  to  automobile  manu- 
facturers for  utilization  of  the  knowledge  of 
safety  construction  available  to  them. 
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PENICILLIN  ALLERGY 

At  the  risk  of  being  accused  of  nagging,  we 
call  attention  to  an  article  in  the  JAMA  of 
April  20,  1963  by  Shelley  describing  a test 
for  allergy  to  penicillin  and  other  drugs.  The 
general  subject  of  drug  allergy  has  been  dis- 
cussed repeatedly  in  this  column.  The  fact 
that  there  is  so  much  recorded  in  the  litera- 
ture on  the  subject  should  attest  to  its  im- 
portance. It  is  unfortunate  that  this  test  is 
of  a nature  that  will  preclude  its  common 
use;  a procedure  as  common  as  the  prescribing 
of  penicillin  should  be  governed  by  a test 
that  is  equally  simple  to  perform.  As  long  as 
the  investigation  continues,  however,  the  pos- 
sibility of  the  development  of  such  a simple 
test  is  always  present. 

FADS 

In  the  April  issue  of  New  Medical  Materia, 
Doctor  Arthur  M.  Master  complains  that  phy- 
sicians are  obliged  to  prescribe  drugs  because 
they  are  popular  and  demanded  by  the  pa- 
tient. He  rightfully  decries  the  popularization 
of  fads  such  as  cholesterol  as  the  cause  of 
coronary  artery  disease,  and  other  ideas  picked 
up  by  the  laymen  in  the  daily  press,  magazines, 
and  television.  Looking  back  fifteen  years, 
we  remember  the  popularization  of  penicillin 
and  the  rapidity  with  which  its  use  was  taken 
up  by  the  general  public.  Although  allergic 
reactions  to  penicillin  were  well  known  in 
World  War  II  and  the  medical  profession  had 
been  adequately  warned  about  the  indiscri- 
minate use  of  penicillin,  many  physicians 
quickly  adopted  the  excuse  that  they  were 
forced  to  give  penicillin  because  the  patient 
demanded  it. 

Doctor  Master’s  article  is  fine  as  far  as 
it  goes.  The  crux  of  this  matter  is  not  the 
fact  that  the  general  public  is  demanding 
medication  that  they  hear  about;  the  deter- 


mining factor  is  whether  or  not  the  physician 
has  the  courage  to  refuse  to  give  medication 
to  a patient  when  he  believes  that  it  is  not 
indicated. 

THE  POLIO  PROBLEM 

Within  the  past  few  months  the  general 
public  has  been  confused  by  conflicting  medi- 
cal advice  regarding  oral  poliomyelitis  vac- 
cination. One  segment  of  the  medical  pro- 
fession strongly  urged  this  immunization.  A 
small  but  well  qualified  group  of  Pediatricians 
took  exception  to  this  recommendation  and 
stated  that  they  were  not  recommending  its 
use  in  their  private  practice.  Our  Society, 
through  the  Council,  backed  up  the  first 
group.  Most  of  this  controversy  was  com- 
pletely covered  by  the  press.  As  a result, 
much  confusion  existed. 

Under  the  title  of  Poliomyelitis:  Patho- 
genesis, Policy,  and  Politics,  Bodian  in  the 
April  issue  of  the  Bulletin  of  the  Johns  Hop- 
kins Hospital  presented  a side  of  this  con- 
troversy which  is  at  some  variance  with  the 
stand  taken  by  the  Public  Health  Service. 

Let  us  be  more  alert  in  the  future  and 
insist  upon  being  presented  with  both  sides 
of  any  question. 

To  quote  Bodian’s  final  paragraph:  “Thus, 
the  main  problem  in  poliomyelitis  immuniza- 
tion, upon  which  future  policy  should  focus, 
is  not  only  related  to  such  issues  as  which 
vaccine  is  superior,  whether  one  can  eradicate 
polioviruses  from  the  USA,  or  whether  the 
oral  vaccine  is  entirely  safe.  It  is  really  an 
age-old  political  problem,  which  comes  under 
the  heading  of  “getting  out  the  votes.”  It  is 
possible,  but  not  proved,  that  mass  campaigns 
are  the  best  means  to  accomplish  this  end, 
but  experience  indicates  that  mass  campaigns 
are  not  appropriate  for  new  and  incompletely 
evaluated  products.” 


May,  1963 


135 


1 


) 


Discoloration  Of 
Teeth  By 
Antibiotics 


Although  there  is  no  evidence  involving  a hazard  to  health,  the  FDA 
issued  a message  to  physicians  and  dentists  that  children’s  teeth  can  be 
seriously  discolored  by  three  antibiotics:  tetracycline,  chlortetracycline 
and  oxy tetracycline.  No  evidence  today  involves  a fourth  drug,  demethyl- 
clortetracycline.  Manufacturers  of  these  drugs  have  been  advised  to  take 
immediate  steps  to  include  a warning  in  their  labeling.  The  discoloration 
is  believed  to  be  permanent.  The  tetracyclines — due  to  their  general 
freedom  from  side  effects — are  frequently  administered  to  children.  Chlor- 
tetracycline and  tetracycline  have  been  subject  to  FDA  testing  and 
certification  since  they  were  first  marketed;  oxy  tetracycline  (Terramycin) 
will  be  certified  beginning  May  1st  under  the  provisions  of  the  Kefauver- 
Harris  Drug  Amendments  of  1962  which  require  FDA  certification  of 
all  antibiotic  drugs. 


Restoring  Muscle 
Function  In 
Severed  Nerves 


Restoring  function  in  severed  human  nerves  through  the  use  of  frozen- 
irradiated  nerve  grafts  from  recently  diseased  donors,  shielded  by  a thin 
porous  plastic  sheath,  was  reported  successful  by  a New  York  University 
Medical  Center  scientist.  By  means  of  grafts  of  varying  lengths — one  as 
long  as  5.3  inches — restoration  of  nerve  function  provided  motor  function 
and  sensation  even  when  surgery  was  performed  as  long  as  three  years 
after  the  original  injury.  The  success  of  these  experiments  indicates  that 
a vital  and  necessary  service  can  be  rendered  by  the  establishmnt  of  nerve 
banks  at  points  throughout  the  country,  to  be  available  to  neurosurgeons 
when  repairing  severed  nerves  in  human  beings.  {Delivered  before  the 
Harvey  Cushing  Society  Meeting,  Sheraton  Hotel,  Philadelphia,  April  18). 


Medical  Officer  The  Federal  Trade  Commission  has  Medical  Officer  vacancies  on  its 
Vacancies  scientific  staff  and  is  looking  for  physicians  who  are  interested  in  applying 

for  these  positions.  Contact:  George  Dobbs,  M.D.,  Associate  Chief,  Di- 
vision of  Scientific  Opinions,  Federal  Trade  Commission,  Washington 
25,  D.C. 


Medical  Care  For 
Dependents  Of 
NATO  Military 
Forces 


Effective  July  1,  1963,  the  accompanying  dependents  of  active  duty 
military  personnel  of  NATO  countries  will  be  entitled  to  the  same  care 
under  the  Medicare  Program  as  those  dependents  of  the  American  uni- 
formed services.  The  standard  identification  DD  Form  1173,  will  be  the 
same  as  for  dependents  of  members  of  our  uniformed  services.  Office  of 
the  Surgeon  General,  U.S.  Army. 


New  Research 
Program 


A far-reaching  research  program  aimed  at  delineating  biological  structure 
function  at  the  molecular  and  sub-molecular  level  will  be  initiated  this 
year  at  New  York’s  Albert  Einstein  College  of  Medicine  under  a grant 
from  N.I.H.  The  program  plans  to  study  the  function,  structure,  and 
manufacture  by  the  body  of  the  large  protein  molecules,  of  certain 
enzymes  (specialized  proteins)  which  effect  chemical  actions  at  the  cell 
level,  and  of  the  cell’s  nucleic  acids  which  control  the  transmission  of 
genetic  information.  These  investigations  are  expected  to  make  vital 
contributions  to  basic  genetics,  and  ultimately  to  the  understanding  and 
control  of  many  developmental  disorders. 
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The  Case  Of 
Anti-Vivisectionists 


New  Branch  Of 

Industrial 

Medicine 


Clinical  Center 
Study 


Personal 

Glimpses 


Delaware  Hospital 
Expansion 


This  group  makes  up  only  a very  small  percentage  of  the  national  popula- 
tion— about  6,000,000 — but  has  the  time  and  the  fanatical  interest  to 
flood  Congress  with  letters  asking  for  Federal  statutes  limiting,  licensing 
and  policing  animal  studies.  This  group  could  saddle  medical  scientists 
with  a crippling  burden  of  deliberate  time-wasting  procedural  rigamarole 
and  with  trumped-up  prosecutions.  If  such  a disaster  were  to  occur,  it 
would  only  be  because  Congress  mistook  the  voice  of  6,000,000  anti- 
vivisectionists  for  the  voice  of  180,000,000  Americans.  Hiram  E.  Essex, 
Ph.D. — National  Society  for  Medical  Research. 

The  Delaware  Industrial  Medical  Association  was  officially  accepted  as 
a component  of  the  National  Industrial  Medical  Association.  Newly 
elected  officers  are:  President,  C.  A.  D’Alonzo,  M.D.;  President-Elect, 
Jerome  J.  Bredall,  M.D.;  Vice  President,  H.  L.  Reed,  M.D.;  Secretary, 
C.  M.  Bancroft,  M.D.,  and  Treasurer,  J.  A.  Arminio,  M.D. 

A study  of  chronic  myelogenous  leukemia  is  being  conducted  by  the 
Chemotherapy  Service  of  the  National  Cancer  Institute,  Bethesda.  In- 
terested physicians  are  requested  to  refer  patients  with  this  condition — 
particularly  those  in  the  20  to  40  year  age  group  with  high  white  blood 
cell  counts  and  platelet  counts  for  studies  of  newer  chemotherapeutic 
agents  and  as  a source  of  white  cells  and  platelets  for  in  vitro  and  in  vivo 
study.  Contact,  Paul  Carbone,  M.D.,  Chemotherapy  Service,  National 
Cancer  Institute,  Bethesda  14. 

Alfred  R.  Shands,  Jr.,  M.D.,  addressed  the  Thirteenth  Annual  Scientific 
Assembly  of  the  Virginia  Academy  of  General  Practice,  on  the  subject 
“Common  Deformities  in  Children”  . . . Drs.  John  M.  Levinson  and  Oscar 
N.  Stern  presented  a paper  on  April  4 before  the  Philadelphia  Obstetrical 
Society  entitled  “The  Shirodkar  Uterosacral  Sling  Operation  for  Uterine 
Prolapse — A Preliminary  Report”  . . . Marjorie  E.  Conrad,  M.D.,  has 
been  appointed  Director  of  Clinics  for  the  Delaware  League  for  Planned 
Parenthood  . . . Lemuel  C.  McGee,  M.D.,  has  been  made  president  of 
the  United  Community  Fund  of  Northern  Delaware  . . . Leonard  P.  Lang, 
M.D.,  and  Richard  Lennihan,  M.D.,  have  been  named  part-time  educa- 
tional directors  at  the  Memorial  Hospital;  Dr.  Lang  for  medicine  and  Dr. 
Lennihan  for  surgery  . . . Leslie  M.  Dobson,  M.D.,  has  been  appointed  a 
member  of  the  Milford  City  Council  from  the  1st  Ward  . . . H.  Thomas 
McGuire,  M.D.,  assumed  the  office  of  president  of  the  National  Associa- 
tion of  Blue  Shield  Plans  for  the  coming  year  . . . William  T.  Reardon, 
M.D.,  was  speaker  at  the  meeting  of  the  Philadelphia  Society  of  Clinical 
Hypnosis  and  presented  two  cases  of  mentally  ill  patients,  successfully 
treated  with  relaxation  techniques  . . . C.  Anthony  D’Alonzo,  M.D.,  gave 
a talk  on  industrial  medicine  to  the  Junior  Board  of  the  Delaware 
Hospital  . . . Drs.  George  J.  Boines  and  Arthur  J.  Heather,  appeared  as 
authors  in  the  second  anniversary  issue  of  Consultant;  Dr.  Heather’s 
article  entitled  “Which  Patients  Benefit  from  Ultrasound  Therapy”  and 
Dr.  Boines’,  entitled,  “What  Can  We  Tell  the  Multiple  Sclerosis  Patient?” 

• The  extensive  modernization  of  the  Delaware  Hospital  is  directed 
towards  improving  Laboratory,  X-ray,  Surgical  and  supporting  depart- 
ment facilities  and  meeting  the  needs  for  hospital  beds.  The  hospital  plans 
to  expand  the  Ward  Pavilion  Unit  west.  An  extension  will  also  be  con- 
structed on  the  Park  Drive  side  of  the  hospital. 
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PROFILE  OF  MRS.  CHARLES  MOYER 

Dr.  and  Mrs.  Charles  Moyer  have  proven 
themselves  to  he  a happy  combination  for  the 
town  of  Laurel,  Delaware.  While  Dr.  Moyer 
cures  the  ills  of  his  fellow  townsmen,  his 
wife  is  participating  very  effectively  in  the 
cultural  and  civic  efforts  of  this  small  town. 

The  variety  of  her  volunteer  works  is  im- 
pressive and  includes  the  medical  auxiliary, 
hospital  board,  the  American  Association  of 
University  Women,  St.  Phillip’s  Episcopal 
Church  and  the  most  recent  accomplishment 
— election  to  the  Laurel  School  Board. 

Many  years  ago  Thelma  Moyer  and  her 
friends  met  at  Rehoboth  Beach  with  members 
of  the  State  Auxiliary  to  lay  the  groundwork 
for  the  Woman’s  Auxiliary  to  the  Kent  County 
Medical  Society.  After  it  was  formed,  she 
acted  as  treasurer  and  then  president  and 
has  served  on  various  standing  committees. 

She  also  has  served  as  vice  president  of  the 
State  group  with  2 years  on  the  Board  of 
Directors  to  her  credit.  This  year,  she  is 
Chairman  of  Civil  Defense  and  Safety. 

Mrs.  Moyer  grew  up  in  Emmaus,  Pennsyl- 
vania, attended  Salem  College  in  Winston- 
Salem,  North  Carolina  and  received  her 
Bachelor  of  Science  degree  in  home  economics 
education  from  Temple  University.  After  her 
graduation,  she  stayed  on  at  Temple  for 
graduate  work.  It  was  when  she  took  a 
teaching  position  in  Lauerl  that  she  met  and 
married  her  doctor-husband. 

The  Moyers  have  four  children  ranging  in 
age  from  Charles,  21 — a student  at  the  Uni- 
versity of  Delaware;  Mike  and  Bill,  17  year 
old  twins  who  attend  Mercersburg  Aca- 
demy— to  Elizabeth,  who  is  6 and  a first- 
grader.  This  year  they  also  have  a foreign 
exchange  student  living  with  them  from  the 
Netherlands. 

Mrs.  Moyer’s  most  recent  interest  has  been 
her  work  for  the  Laurel  School  Board  to 


MRS.  CHARLES  MOYER 


which  she  was  recently  elected.  She  is  the 
first  of  the  fair  sex  to  serve  on  a school  board 
in  Laurel  and  from  her  years  of  teaching 
school  and  more  important,  of  raising  four 
Moyer  children,  she  is  well-qualified  to  take 
over  the  task. 

A charter  member  of  the  Junior  Board  of 
the  Nanticoke  Memorial  Hospital  in  Seaford, 
she  also  took  part  in  planning  the  Hospital 
Shop,  a fund-raising  activity  for  the  hospital. 

The  purposeful  life  led  by  this  Laurel  phy- 
sician’s wife  also  includes  organizing  the  com- 
munity concerts  held  there  for  the  past  ten 
years.  She  enjoys  lending  a hand  to  the 
community  efforts,  but  draws  the  line  at  night 
time  volunteer  work.  This  is  the  children’s 
hour  and  with  a husband  “on  call’  she  prefers 
being  at  home. 

The  Moyers  have  lived  in  their  present  home 
for  21  years.  Dr.  Moyer  had  his  eye  on  an- 
other house  before  they  bought  this  one — but 
not  his  wife!  One  day  while  Mrs.  Moyer 
and  her  sister-in-law  were  out  walking  and 
discussing  home  buying,  she  pointed  to  her 
present  home  saying,  “I  like  that  one,  but 
I’m  sure  it  is  not  for  sale.”  At  this,  her 
sister-in-law  knocked  on  the  door  and  found 
the  owner  willing  to  sell!  Today  it  sounds 
like  one  of  the  busiest  houses  in  town. 
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A NEW  PROCEDURE  FOR  THE  SURGICAL 
TREATMENT  OF  CONGENITAL  MEGACOLON 
The  Grob  Modification  of  the  Duhamel  Procedure 

* A new  technique  for  the  surgical  management 
of  Hirschsprung’s  disease  in  infants  and  young 
children  is  presented  by  the  authors  along  with 
current  data  and  personal  experiences  in  the 
management  of  three  proven  cases. 


Howard  Wilk,  M.D. 
Manuel  Q.  Arjona,  M.D. 
Herman  Rosenblum,  M.D. 
Lydia  S.  Linsao,  M.D. 


Congenital  magacolon  was  first  described  in 
a detailed  report  by  Hirschsprung,'  a Danish 
physician,  in  1886.  Hirschsprung  focused  at- 
tention on  the  dilated  colon  seen  in  these 
cases,  and  considered  this  to  be  the  primary 
cause,  rather  than  the  result  of  the  abnormal 
colon  distal  to  the  markedly  dilated  colon. 

As  early  as  1901,  TitteP  noted  a scantiness 
and  degenerative  changes  in  the  ganglion  cells 
of  the  myenteric  plexus  of  the  large  intestine. 
He  concluded  that  the  normal  progression  of 
peristalsis  might  have  been  influenced  un- 
favorably by  this  neurologic  abnormality. 

Up  until  1938,  the  exact  etiology  of  this 
disease  remained  obscure.  After  reviewing 
the  work  done  to  that  date,  Robertson  and 


Dr.  Wilk  F.A.C.S.,  is  Director  of  Medical  Education,  Depart- 
ment of  Surgery;  Dr.  Arjona  is  Surgical  Preceptor;  Dr.  Rosenblum 
is  Director  of  the  Department  of  Pediatrics;  and  Dr.  Linsao  is  Pedi- 
atric House  Physician,  Wilmington  General  Hospital. 


Kernohan  concluded  that  the  primary  cause 
was  a disturbance  of  the  passage  of  peristaltic 
waves  across  a segment  of  colon  which  lacked 
a normal  myenteric  plexus.  In  1949,  Swen- 
son confirmed  this  neurologic  deficit  in  the 
rectum  or  lower  colon,  and  on  this  basis  made 
a most  important  advance  in  the  treatment 
of  this  disease.  He  emphasized  that  therapy 
should  be  directed  towards  the  removal  of  this 
involved  segment,  which  is  neurologically  de- 
ficient, rather  than  on  the  dilated  and  hyper- 
trophied colon  proximal  to  it.  {Figures  1 & 2) 

Swenson’  developed  the  procedure  which 
has  been  accepted  and  followed  as  the  recom- 
mended surgical  procedure  for  this  disease. 

Nothing  is  known  regarding  the  cause  for 
the  nerve  cell  changes  that  are  known  to  oc- 
cur. Whether  the  deficit  reflects  a congenital 
lack  of  development,  or  whether  it  is  due  to 
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Figure  No.  1 : Segment 
of  colon,  showing  both 
the  inner  and  outer 
muscle  layers,  with  a 
complete  absence  of 
ganglion  cells  be- 
tween them. 


Figure  No.  2:  High- 
power  view  of  normal 
ganglion  cells  seen  be- 
tween the  inner  and 
outer  muscle  layers. 


degeneration  from  hypoxia  shortly  before,  or 
after,  the  delivery  of  the  baby,  has  not  been 
ascertained. 

In  90%  of  the  patients,  the  involved  seg- 
ment is  limited  to  the  rectum  or  recto-sigmoid. 
However,  cases  involving  the  entire  gastro- 
intestinal tract  have  been  reported.  The 
finding  of  ganglion  cells  is  an  all  or  none  phe- 
nomenon, with  an  abrupt  transition  from 
absence  of  ganglion  cells,  to  an  area  of  normal 


distribution  of  ganglion  ceils.  As  a result  of 
this  defect  in  the  myenteric  plexus,  the  nor- 
mal peristaltic  waves  are  interrupted  as  they 
approach  the  affected  distal  colon,  so  that 
gas  and  feces  tend  to  accumulate  proximal  to 
the  involved  segment.  The  colon  becomes 
dilated  and  develops  a hypertrophied  wall, 
proximally.  The  aganglionic  segment  has  a 
normal  gross  appearance,  and  its  lumen  is 
patent,  but  as  a result  of  the  inability  of  an 
organized  peristaltic  wave  to  pass  beyond  it. 
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it  produces  an  anatomic  or  mechanical  ob- 
struction. 

Hirschsprung’s  disease,  with  an  associated 
urinary  tract  anomaly  is  seen  in  5%  of  all 
cases.  Occasionally  megalo-urters  are  found 
in  patients  with  congenital  magacolon,  which 
suggest  a disturbance  in  innervation  common 
to  both  urinary  and  alimentary  tracts.  This 
possibility  should  be  investigated  prior  to 
contemplating  any  surgical  procedure,  by  ob- 
taining an  intravenous  urogram. 

Clinical  Findings 

During  the  first  few  days  of  life  in  a new- 
born, the  most  important  symptoms  are 
vomiting,  constipation,  or  obstipation,  and 
abdominal  distention.  The  infant  may  some- 
times recover  from  this  initial  bout  of  ob- 
struction, either  spontaneously,  or  after  re- 
ceiving enemas.  Progress  may  then  be  fairly 
normal  for  a few  days  or  a week,  after  which 
chronic  constipation  again  develops,  and 
marked  abdominal  distention  becomes  notice- 
able. An  important  diagnostic  sign  in  infants 
of  several  weeks  or  months  of  age  is  a large 
firm  bolus  of  feces  palpable  in  the  abdomen, 
with  a rectum  that  is  empty. 

X-ray  studies  of  the  abdomen  in  early  in- 
fancy may  outline  dilated  loops  of  bowel  on 
a plain  abdominal  film.  Frequently,  the  signs, 
symptoms,  and  x-ray  findings  strongly  sug- 
gest a high  bowel  obstruction,  and  may  prompt 
the  surgeon  to  perform  a laparotomy.  This 
situation  occurred  in  case  number  two.  This 
mistake  in  judgment  can  be  avoided  by  obtain- 
ing a barium  enema,  and  determining  whether 
or  not  the  obstruction  is  in  fact  due  to  a mark- 
edly dilated  colon. 

In  infants  however,  x-ray  study  is  less  satis- 
factory than  in  the  older  child  since  the  char- 
acteristic changes  become  more  prominent 
with  the  passage  of  time.  The  dilation  and 
enlargement  of  the  colon  results  from  work- 
hypertrophy,  as  a result  of  the  proximal  colon 
attempting  to  force  the  intestinal  contents 
through  the  aganglionic  segment  of  colon. 

Diagnosis 

Sigmoidoscopic  examination  provides  little 
information  in  patients  with  this  disease.  It 


is  necessary  however,  to  rule  out  the  other 
possible  causes  of  low  colon  obstruction. 

A rectal  biopsy  is  the  only  definitive  pro- 
cedure for  establishing  the  diagnosis.  Since 
the  aganglionic  segment  extends  into  the 
rectum  in  practically  all  cases,  the  diagnosis 
can  be  made  by  means  of  a full  thickness 
biopsy  of  the  rectal  wall,  taken  at  a level  at 
least  three  cm.  from  the  muco-cutaneous  mar- 
gin. One  must  be  certain  to  obtain  both  the 
outer  longitudinal  and  the  inner  circular  coats 
of  muscle  in  this  biopsy  specimen,  since  the 
ganglion  cells  are  found  between  these  two 
muscle  layers. 

Treatment 

Conservative  treatment  should  be  tried 
in  some  milder  cases  of  this  disease,  since  it 
might  occasionally  be  possible  to  accomplish 
a satisfactory  result.  This  will  require  a 
properly  supervised  diet,  along  with  the  use 
of  stool  softeners  and  colonic  lavage.  This 
might  be  carried  out  at  home,  providing  one 
is  dealing  with  intelligent  and  cooperative 
parents.  It  is  important  to  attempt  this  type 
of  therapy,  for  should  it  succeed,  this  will 
be  all  that  is  necessary.  In  situations  where 
it  fails,  it  is  still  warranted  so  that  the  par- 
ents, and  all  other  individuals  concerned  with 
the  care  of  the  patient,  can  become  convinced 
that  more  radical  measures  are  required. 

The  excision  of  the  aganglionic  segment  of 
the  colon,  proposed  by  Swenson  is  the  logical 
outcome  of  the  new  concept  of  the  etiology  of 
this  disease.  This  disease  is  a serious  condi- 
tion, but  it  is  not  a malignant  disease  in  the 
usual  sense  of  the  term.  Therefore,  an  opera- 
tion designed  to  remedy  the  condition  should 
not  be  of  excessive  severity,  and  there  should 
be  no  risk  that  one  functional  anomaly  (uri- 
nary incontinence  or  impotence)  )will  be  sub- 
stituted for  another.  Swenson’s  operation  is 
a delicate  and  difficult  surgical  procedure, 
which  only  gives  excellent  results  if  it  is 
carried  out  by  a very  competent  surgeon, 
operating  on  children  of  a certain  age.  Since 
the  characteristic  deficiency  of  ganglion  cells 
in  this  disease  nearly  always  affects  the  whole 
of  the  rectum  down  to  the  level  of  the  internal 
sphincter,  an  extensive  resection  of  the  rectum. 
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which  is  associated  with  considerable  shock, 
especially  in  the  newborn,  must  be  performed 
in  order  to  obtain  a satisfactory  surgical  result. 

Dissection  of  the  rectum  can  be  carried  out 
close  to  the  muscular  layer  since  one  is  not 
dealing  with  a malignant  condition;  it  is 
nevertheless  possible  to  traumatize  the  mucous 
membrane  of  the  rectum  or  of  its  nerve  sup- 
ply, which  will  interfere  with  the  rectal  sensa- 
tion which  is  indispensable  to  the  perfect 
function  of  the  sphincters.  Whatever  the 
extent  of  the  resection  of  the  rectum,  it  is 
always  incomplete  inferiorly,  as  it  is  essential 
to  preserve  the  internal  rectal  sphincter.  Thus 
an  unsatisfactory  result  is  common  and  a re- 
lapse is  possible.  The  end-to-end  anastomosis 
is  liable  to  separate,  either  partially  or  com- 
pletely, if  the  viability  of  the  proximal  colon 
which  must  be  pulled  down,  is  endangered, 
or  if  the  operative  technique  is  incorrect.  In 
a certain  number  of  cases,  complications  such 
as  peritonitis,  pelvic  abscess  or  fistula  may 
result.  In  addition,  the  anastomosis  can  (and 
this  is  a most  frequent  complication)  become 
stenosed  and  may  at  times  become  completely 
occluded.  It  is  because  of  these  complications, 
which  cannot  be  avoided  in  spite  of  the  tech- 
nical modifications  described  by  some  authors, 
that  some  surgeons  have  rejected  Swenson’s 
operation,  and  returned  to  abdominal  resec- 
tion of  the  colon  followed  by  dilation  of  the 
sphincters.^  This  is  probably  a retrograde  step, 
since  one  knows  that  in  most  cases,  the  lower 
part  of  the  rectum  and  the  internal  sphincter 
are  themselves  malformed.  The  same  objec- 
tions could  be  raised  against  those  who  have 
proposed  a recto-sigmoid-myotomy,  inspired 
by  the  Heller  operation,  since  they  do  not  pro- 
long their  extra-mucous  incision  beyond  the 
level  of  the  pouch  of  Douglas,  and  have  to 
complete  the  operation  by  carrying  out  rectal 
dilation. 

One  final  reason  for  the  need  of  another 
operative  procedure,  other  than  the  Swenson 
procedure,  has  been  the  recommendation  by 
Swenson  that  this  procedure  should  not 
be  carried  out  on  children  under  the  age  of 
one  year,  or  until  they  have  reached  a weight 
of  25  to  30  lbs.,  possibly  at  the  age  of  18 
months.  Swenson  recommends  a colos- 


tomy as  an  elective  procedure  in  infants,  im- 
mediately upon  making  the  diagnosis.  The 
site  for  the  colostomy  is  chosen  in  the  bowel 
proximal  to  the  narrowed  segment.  It  is  es- 
sential that  a frozen  section  be  obtained  at 
the  time  of  and,  at  the  site  of  the  colostomy, 
to  make  certain  of  the  presence  of  normal 
ganglion  cells  at  this  leyel.  In  such  situations, 
one  is  therefore  forced  to  deal  with  an  infant 
with  a colostomy,  which  may  result  in  a con- 
siderable degree  of  difficulty,  as  far  as  the  man- 
agement of  this  child  is  concerned.  Until  he 
reaches  a satisfactory  weight,  a definitive 
procedure  as  described  by  Swenson  is  not 
recommended. 

In  1957,  Bernard  DuhameB'<^  of  Paris,  de- 
vised a surgical  technique  which  is  a tech- 
nical variance  of  Swenson’s  operation.  The 
object  of  this  operation  is  to  exclude  and  not 
to  resect  the  malformed  rectum,  and  all  dis- 
section of  the  pelvis  is  avoided.  The  function- 
ally healthy  proximal  colon  is  brought  down 
to  the  margin  of  the  anus,  in  a plane  of  ana- 
tomical cleavage,  and  thus  the  nervous  sys- 
tem of  the  bladder  and  neuro-muscular  ap- 
paratus of  the  sphincters  are  preserved  in 
toto.  A wide  anastomosis  between  the  colon 
and  the  excluded  rectum  is  performed,  and  by 
preserving  the  rectum,  an  important  area  of 
reflex  activity  is  preserved,  which  maintains 
the  defecation  reflex,  without  which  fecal 
continence  is  impossible. 

The  operative  procedure  devised  by  Du- 
hamel  is  divided  into  two  parts  (Figure  No. 
3).  The  first  is  the  abdominal  approach. 

Abdominal  Approach 

The  colon  is  divided  at  the  level  of  the 
peritoneal  reflection,  and  the  rectal  stump  is 
closed.  After  resection  of  the  narrowed 
diseased  segment,  and  that  of  the  adjoining 
proximal  hypertrophied  and  dilated  colon, 
which  is  usually  toneless  and  filled  with  fe- 
caliths,  the  proximal  colon  is  mobilized,  with 
great  care  being  taken  to  preserve  its  blood 
supply.  A frozen  section  is  obtained  at  the 
level  of  transection  of  the  proximal  colon,  in 
order  to  be  certain  that  there  are  normal 
ganglion  cells  present.  The  proximal  colon 
must  be  mobilized  sufficiently  to  allow  it  to 
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be  brought  down  to  the  anus.  Its  lower  end 
is  temporarily  closed,  using  a purse  string 
suture.  The  cellular  retro-rectal  space  is 
now  opened  by  cutting  through  the  meso- 
rectum,  and  dissection  is  carried  downward 
by  using  the  finger,  until  the  level  of  the 
pelvic  diaphragm  is  reached. 

Perineal  Approach 

The  anus  is  dilated,  and  an  incision  is  made 
on  its  posterior  circumference  at  the  ano- 
cutaneous  junction.  The  wall  of  the  anal 
canal  is  then  dissected  off  the  external  sphinc- 
ter, and  after  a few  muscle  fibers  have  been 
split  longitudinally,  at  the  upper  border  of 
the  external  sphincter,  one  meets  the  rectro- 
rectal  dissection  of  the  abdominal  approach. 

With  the  aid  of  a curved  clamp  introduced 
through  this  opening,  from  below,  the  resec- 
ted lower  end  of  the  colon  is  grasped  and 
pulled  down  to  the  level  of  the  skin.  The 
lower  end  of  the  colon  is  reopened  and  its 
posterior  margin  is  sutured  to  the  posterior 
cutaneous  lip  of  the  retro-anal  incision. 

Two  Kocher’s  forceps  are  inserted,  one 
blade  into  the  lower  proximal  colon,  the  other 
blade  into  the  rectum,  their  points  meet  in  a 
“V”  high  up  in  the  colon,  and  their  bases 


are  held  apart  so  that  they  come  to  lie  at  the 
lateral  angle  of  the  anus.  The  forceps  are 
tightened  and  then  tied  together.  The  colon 
cannot  retract,  and  the  forceps  produce  hemo- 
stasis. After  a varying  number  of  days,  the 
forceps  will  produce  a slough  through  the 
common  wall  between  the  rectum  and  proxi- 
mal colon,  fashioning  a rectum,  the  anterior 
part  of  which  is  aganglionic,  the  posterior  part 
composed  of  normal  proximal  colon,  which 
will  insure  normal  mobility.  The  normal 
mucosa  of  the  anterior  rectum  will  assure  the 
reflexes  necessary  for  reflex  control  of  defeca- 
tion. Duhamel  has  reported  on  eleven  cases 
of  this  disease  in  which  he  used  this  technique. 
In  every  case  he  was  impressed  by  a complete 
absence  of  operative  shock  and  by  the  fact 
that  spontaneous  stools  were  passed  within  a 
two  to  four  day  period.  The  functional  re- 
sult has  always  been  perfect,  and  radiologic 
studies  have  shown  complete  regression  of 
colonic  dilation  to  a normal  diameter,  after 
an  interval  of  about  two  to  four  months.  All 
of  his  cases  showed  an  improvement  as  good 
as  those  operated  on  by  Swenson’s  method. 
There  are  two  particular  aspects  of  this  op- 
eration which  Duhamel  thinks  constitute  a 
distinct  improvement  over  the  old  technique. 
First,  this  operation  is  the  only  one  which 
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Figure  No.  3:  DUHAMEL  PROCEDURE:  Perineal  Portion 

a. )  Perineal  skin  incision 
behind  the  posterior  part  of 
the  circumference  of  the 
anal  opening.  The  incision 
is  continued  superiorly,  be- 
tween the  fibers  of  the  in- 
ternal and  external  rectal 
sphincters. 

b. )  Closure  of  the  rectal 
stump  has  been  performed  through  the  abdominal 
mobilizing  the  proximal  colon,  it  is  brought  down  to 
below  in  (a).  The  colon  is  brought  out  between 


incision,  along  with  the  resection  of  the  colon.  After 
be  brought  out  through  the  opening  made  from 
the  fibers  of  the  internal  and  external  sphincters. 


c.)  and  d.)  Application  of  two  Kocher  clamps,  to  crush  the  posterior  wall  of  the  rectum  and  the  an- 
terior wall  of  the  proximal  colon,  thereby  creating  a functional  rectum.  The  anterior  one-half  of  the 
circumference  is  aganglionic,  but  contains  normal  rectal  mucosa  with  the  necessary  reflex  receptors 
for  a normal  defecation  reflex.  The  posterior  one-half  of  the  circumference  is  composed  of  normal 
colon,  with  normal  ganglion  cells,  to  permit  normal  function  and  propulsion  of  fecas. 
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a. )  Incision  made  within 
the  rectum,  on  the  posterior 
wall,  above  the  level  of  the 
internal  sphincter  muscle 
(avoids  injury  to  this 
muscle ) . 

b. )  Proximal  normal  colon 
has  been  mobilized  and 
brought  down  into  the 
recto-rectal  space.  It  is  then  drawn  through  the 
at  this  level. 


GROB  MODIFICATION  OF  THE  DUHAMEL  PROCEDURE: 


Figure  No.  4: 


c. ) and  d.)  Kocher  clamps  are  applied  as  in  the  original  Duhamel  procedure. 


allows  re-operation  on  cases  of  “failed” 
Swenson’s  operation,  both  in  the  failures  due 
to  insufficient  resection  of  the  lower  segment, 
and  in  those  with  stenosis  at  the  site  of  the 
anastomosis.  This  advantage  has  already 
been  recognized  by  numerous  surgeons.  Sec- 
ond, the  most  important  advantage  of  the 
operation  is  that  it  allows  a considerable 
lowering  of  the  age  limit  at  which  operation 
may  be  carried  out.  Most  authors  agree  that 
Swenson’s  operation  is  dangerous  in  a new- 
born because  of  the  difficulties  encountered  in 
dissecting  the  rectum  at  that  age.  Swenson 
himself  advises  against  recto-sigmoidectomy 
until  the  child  is  at  least  12  to  18  months 
old,  and  suggests,  if  necessary,  a temporary 
colostomy,  only,  should  be  carried  out  prior 
to  this  time.  Duhamel  has  operated  on  eight 
children  of  less  than  six  months  of  age,  five 
of  whom  were  less  than  three  months  of  age. 
He  has  noticed  that  the  younger  the  child, 
the  better  have  been  the  operative  results 
and  the  quicker  the  return  to  normal  function. 
Realizing  the  particular  seriousness  of  con- 
genital megacolon  in  the  neonatal  period,  the 
dangers  of  a temporary  colostomy  at  this  age, 
Duhamel  believes  that  this  curative  operation 
for  this  disease  in  infancy,  will  allow  more 
children  to  be  saved  from  suffering  the  so 
called  “malignant”  form  of  the  disease  in  the 
neonatal  period. 

Dr.  Max  Grob,^  ® of  the  Children’s  Hospital 
in  Zurich,  Switzerland,  has  employed  the  pro- 
cedure of  Duhamel  in  fifteen  cases.  Six  of  his 
cases  were  in  infants  ranging  in  age  from  six 


weeks  to  eight  months.  Results  were  very 
satisfactory,  but  later  investigation  of  these 
children  showed  that  they  suffered  from  num- 
erous evacuations,  some  even  from  actual 
diarrheas,  a result  of  injury  sustained  to  the 
internal  sphincter,  during  the  performance  of 
the  Duhamel  procedure.  Grob  therefore  de- 
veloped the  following  modification  of  Du- 
hamel’s  procedure  {Figure  No.  4).  He  incises 
the  posterior  wall  of  the  rectum  1.5  cm.  above 
the  internal  sphincter,  thus  conserving  and 
avoiding  damage  to  this  important  muscle. 
The  proximal  stump  of  the  normal  colon  is 
pulled  through  this  incision  and  not  through 
one  at  the  anal  opening. 

It  is  this  Grob  modification  of  the  Duhamel 
procedure,  which  we  have  used  in  the  three 
cases  to  be  reported. 

Martin  and  Altmeier^  have  reported  their 
experiences  with  seven  patient  utilizing  this 
modification.  In  their  opinion,  the  advantages 
of  this  procedure  over  other  procedures  pre- 
viously described  are  as  follows:  (1)  Avoids 
disturbance  of  urinary  function.  (2)  Avoids 
disturbance  of  the  ejaculatory  mechanism.  (3) 
Avoids  fecal  incontinence  or  disturbance  of 
the  urge  to  defecate.  (4)  It  is  less  shocking 
and  can  be  done  on  younger  patients.  (5)  No 
strictures  at  the  site  of  the  anastomosis. 

Case  Report  No.  1 

This  is  a 20  month  old  Negro  boy  admitted 
on  10-13-62  with  a history  of  diarrhea  alter- 
nating with  constipation,  and  accompanied 
by  a weight  loss  during  the  two  months  prior 
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to  his  admission.  On  admission  he  had 
marked  abdominal  distention  and  was  vomit- 
ing. No  mas.ses  could  be  felt  in  the  abdomen. 
Bowel  sounds  were  normal.  Rectal  examina- 
tion revealed  normal  sphincter  tone  with  no 
evidence  of  stenosis  of  stricture.  The  rectal 
ampulla  was  filled  with  soft  feces.  Routine 
laboratory  studies  were  within  normal  limits. 
A flat  plat  of  the  abdomen  showed  the  entire 
colon  filled  with  fecal  material  {Figure  No.  5). 
The  child  was  placed  on  a low  residue  diet, 
given  laxatives  and  daily  enemas.  Repeat 
flat  plat  of  the  abdomen  one  week  later  still 
showed  marked  distention  of  the  entire  colon 
as  well  as  the  small  bowel,  with  an  apparent 
absence  of  feces  in  the  sigmoid  and  rectum. 
A barium  enema  was  subsequently  obtained 
and  this  revealed  some  narrowing  of  the  rec- 
tum (Figure  No.  6).  It  was  described  by  the 
radiologist,  that  peristaltic  waves  could  be 
followed  through  the  sigmoid,  but  as  they  ap- 
proached the  recto-sigmoid  area,  and  rectum, 
they  became  ineffective.  These  findings  were 
strongly  suggestive  of  aganglionic  megacolon. 
An  intravenous  pyelogram  showed  duplication 


Figure  No.  5:  Plain  abdominal  film.  Case  No.  1. 
This  shows  the  marked  distention  of  the  entire 
large  bowel  with  retained  fecal  material. 


Figure  No.  6:  Barium  enema,  Case  No.  1.  This 
shows  narrowing  in  the  rectum,  which  remained 
unchanged  and  undistensible. 


of  the  right  kidney  with  a separate  ureter 
draining  the  upper  and  lower  segments  of  the 
right  kidney.  A rectal  biopsy  was  obtained, 
and  this  revealed  an  absence  of  ganglion  cells 
in  the  myenteric  plexus.  Sigmoidoscopy  was 
negative.  The  patient  was  prepared  for  sur- 
gery, his  colon  was  prepared  in  routine  fashion 
with  antibiotics,  and  he  was  operated  upon 
on  11-9-62. 

Preoperatively,  a Foley  No.  12  French 
urethral  catheter  was  placed  into  the  urinary 
bladder,  a cut  down  was  performed  in  the 
right  arm  and  a nasogastric  tube  was  intro- 
duced into  the  stomach.  The  operative  pro- 
cedure carried  out  was  that  described  by 
Duhamel,  with  the  modification  developed 
by  Grob.  The  only  modification  which  we 
introduced  was  the  insertion  of  a urethral 
catheter.  No.  18  French,  through  the  anasto- 
mosis and  up  into  the  proximal  colon  for  de- 
compression of  the  proximal  colon.  This  tube 
was  held  in  place  by  suturing  it  to  the  but- 
tocks. This  decompression  was  necessary,  we 
felt,  to  protect  our  anastomosis,  which  would 
become  quite  edematous  postoperatively.  This 
tube  was  left  in  place  for  a period  of  four  or 
five  days,  until  such  time  as  soft  fecal  ma- 
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terial  was  seen  to  be  coming  out  of  the  rectum, 
around  the  tube.  At  this  point,  we  felt  our 
anastomosis  was  intact,  and  sealed.  The  tube 
was  then  removed.  The  child  tolerated  the 
procedure  extremely  well,  and  received  50  cc. 
of  blood  during  the  course  of  the  operative 
procedure.  This  amount  of  blood  we  felt 
was  more  than  his  loss,  however,  we  felt  it 
safe  to  administer  this  amount.  The  patient’s 
legs  were  held  in  Bryant’s  traction,  in  order 
to  immobilize  him,  and  to  prevent  any  unusual 
activity  which  might  lead  to  trauma  from  the 
clamps  which  were  protruding  from  his  rectum. 
His  postoperative  course  was  uneventful.  He 
was  placed  on  antibiotics,  and  was  given  par- 
enteral fluids  for  the  first  two  postoperative 
days.  After  this,  he  was  started  on  oral 
feedings.  On  his  fourth  postoperative  day, 
he  began  having  bowel  movements  per  rectum. 
His  clamps  came  off  on  the  eleventh  postop- 
erative day,  and  since  that  time  he  has  been 
having  normal  movements  varying  from  two 
to  four  a day.  The  stools  are  soft  and  well- 
formed,  and  his  abdominal  distention  has  sub- 
sided. A flat  plate  of  the  abdomen  taken 
three  weeks  after  the  operative  procedure 
revealed  no  residual  colon  distention.  The 
amount  of  colon  resected  consisted  of  about 
6 inches  of  sigmoid  colon.  The  frozen  section 
obtained  at  the  proximal  level,  revealed  nor- 
mal ganglion  cells,  and  our  anastomosis  was 
carried  out  at  this  level. 

This  patient  has  been  followed  in  the  sur- 
gical clinic  and  periodic  examination  has  re- 
vealed that  he  has  gained  weight  and  is  having 
normal  bowel  movements.  A barium  enema 
done  two  months  following  surgery,  re- 
veals a patent  anastomosis,  and  a proximal 
colon  which  appears  to  be  approaching  normal 
size  and  configuration. 

Case  Report  No.  2 

This  full  term  Negro  female  child  was  born 
on  August  21,  1962.  On  her  third  day  of  life 
she  developed  vomiting  and  abdominal  dis- 
tention. Following  rectal  digital  examination, 
a gush  of  meconium  was  obtained  and  a flat 
plat  of  the  abdomen  revealed  findings  of  small 
bowel  obstruction.  She  was  treated  conserva- 
tively with  parenteral  fluids  and  nasogastric 
suction,  and  improved.  She  was  discharged 


one  week  later,  apparently  improved.  Diag- 
nosis at  that  time  was  partial  intestinal  ob- 
struction, secondary  to  a meconium  plug.  On 
9-8-62  she  was  readmitted  for  vomiting,  diar- 
hhea,  fever,  and  abdominal  distention  of  three 
days  duration.  X-rays  of  the  abdomen  again 
showed  what  appeared  to  be  a high  small 
bowel  obstruction.  The  clinical  diagnosis  at 
that  time  was  acute  gastroenteritis,  so  the 
patient  was  again  treated  conservatively  with 
parenteral  fluids  and  antibiotics.  Three  days 
later  a barium  enema  was  done.  This  showed 
no  definite  evidence  of  obstruction  in  the 
colon,  or  of  a congenital  megacolon.  There 
did  appear  to  be  a marked  distention  of  both 
the  small  and  large  bowel.  On  9-12-62  a 
laparotomy  was  carried  out.  No  organic  ob- 
struction was  found.  It  was  noted  that  there 
was  marked  dilatation  of  the  transverse 
colon.  This  led  to  a suspicion  of  the  pos- 
sibility of  aganglionic  megacolon.  A week 
later,  following  recovery  from  the  operative 
procedure,  another  barium  enema  was  done. 
This  showed  dilatation  of  the  entire  colon 
down  to  the  sigmoid,  and  beyond  this  point 
there  was  little  or  no  gas  seen.  Radiographi- 
cally, the  findings  were  suggestive  of  Hirsch- 


Figure  No.  7:  Barium  enema,  Case  No.  2.  This 
shows  significant  narrowing  at  the  junction  of  the 
rectum  and  sigmoid. 
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sprung’s  disease.  She  was  discharged  on  9- 
26-62,  somewhat  improved,  placed  on  colace 
and  was  followed  in  the  Pediatric  Clinic. 

Seven  weeks  later,  on  11-15-62,  she  was 
brought  back  to  the  hospital  because  of 
vomiting  and  abdominal  distention  and  con- 
stipation. Examination  revealed  a poorly 
nourished  and  anemic  child  with  marked  ab- 
dominal distention.  Her  hemoglobin  was 
8.1  gms.,  hematocrit  was  30%.  A repeat 
barium  enema  showed  apparent  narrowing 
of  the  colon  at  the  recto-sigmoid  junction 
{Figure  No.  7).  Proximal  to  this  point,  the 
colon  and  cecum  were  rather  significantly  di- 
lated. Under  fluoroscopy,  there  was  no  evi- 
dence of  peristaltic  waves  passing  through 
the  distal  descending  and  sigmoid  colon.  An 
I.V.P.  was  within  normal  limits.  Sigmoid- 
oscopy on  11-26-62  was  normal.  A rectal 
biopsy  revealed  an  absence  of  ganglion  cells. 
The  patient  was  prepared  for  surgery. 

On  12-20-62,  the  patient  was  operated  upon. 
At  surgery,  in  spite  of  extensive  preoperative 
preparation,  the  entire  transverse  colon  was 
markedly  dilated  and  measured  about  6 cm. 
in  diameter.  This  was  considerably  larger 
than  that  seen  at  the  time  of  her  original 
exploration.  The  rectal  stump  was  transected 
and  closed.  The  proximal  colon  was  then  re- 
sected in  stages  and  multiple  frozen  sections 
were  obtained  until  we  reached  a level  of  the 
mid-transverse  colon.  At  this  point,  ganglion 
cells  were  found.  However,  because  of  the 
tremendous  dilation  of  the  transverse  colon, 
we  did  not  feel  that  primary  anastomosis 
should  be  carried  out.  Instead  a transverse 
colostomy  was  performed.  The  rectal  stump 
which  had  been  closed,  was  left  for  anasto- 
mosis at  a later  date. 

The  patient  tolerated  this  procedure  well, 
however,  two  weeks  postoperatively  she  de- 
veloped projectile  vomiting  and  abdominal 
distention.  X-rays  showed  what  appeared 
to  be  a mechanical  small  bowel  obstruction, 
and  she  was  reexplored  on  1-5-63.  Multiple 
adhesions  were  found  and  were  lysed.  The 
patient  recovered  from  this  procedure,  how- 
ever, she  then  developed  overflow  incontinence 
as  a result  of  malfunction  of  the  transverse 
colostomy.  This  colostomy  was  revised  on 


3-27-63,  and  the  child  was  sent  home.  She 
will  be  returned  at  a subsequent  date  for 
definitive  anastomosis,  after  she  has  gained 
weight  to  the  level  which  one  would  expect. 

The  problems  encountered  in  this  case  were 
several.  First,  her  original  operative  pro- 
cedure was  performed  with  the  diagnosis  of 
small  bowel  intestinal  obstruction.  This  has 
been  mentioned  as  a possible  error  in  failing 
to  recognize  the  possibility  of  aganglionic 
megacolon  at  this  early  date.  Had  this  been 
done,  and  a rectal  biopsy  obtained,  the  diag- 
nosis would  have  lieen  established  and  tois 
child  would  have  been  spared  at  least  the 
initial  laparotomy.  In  addition,  had  the  dila- 
tion of  the  proximal  colon  not  been  allowed 
to  achieve  the  proportions  which  it  did,  we 
m.ighc  have  been  able  to  complete  the  entire 
surgical  procedure  at  the  time  of  her  second 
operation. 

Case  Report  No.  3 

This  one  year  old  colored  male  had  a history 
of  chronic  constipation  and  abdominal  disten- 
tion and  failed  to  gain  weight  for  the  past 
several  months.  Repeated  enemas  and  the 
repeated  use  of  laxatives  did  not  help  this 
constipation.  He  was  admitted  on  1-17-63, 
because  of  the  above  complaints  and  also  be- 
cause of  repeated  episodes  of  upper  respira- 
tory tract  infection  and  marked  anemia.  Ex- 
amination on  admission  revealed  a markedly 


Figure  No.  8:  Barium  enema,  Case  No.  3.  This 
shows  failure  of  the  rectum  to  fill  in  normal 
fashion. 
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anemic  patient  with  rhonchi  in  both  lung 
fields  and  marked  abdominal  distention. 
Bowel  sounds  were  normal.  No  masses  could 
be  felt.  Rectal  examination  was  negative. 
Hemoglobin  on  admission  was  4.7  gms.  with 
a hematocrit  of  21%.  A complete  hema- 
tologic evaluation  failed  to  reveal  any  blood 
dyscrasia.  A barium  enema  revealed  dila- 
tion of  the  entire  colon.  The  rectum  did  not 
appear  to  fill  out  in  normal  fashion  and  had 
little  tone  on  fluoroscopy  {Figure  No.  8). 
These  findings  were  interpreted  as  being  sug- 
gestive of  aganglionic  megacolon.  Sigmoid- 
oscopy was  essentially  normal.  A rectal  biopsy 
revealed  an  absence  of  ganglion  cells.  The 
patient  was  transfused  and  prepared  for  sur- 
gery. On  March  5,  1963,  he  was  operated 
upon.  The  colon  was  resected  to  a level  of 
the  midtransverse  colon.  A frozen  section 
done  at  this  level  revealed  normal  ganglion 
cells  and  the  anastomosis  was  carried  out  be- 
tween the  transverse  colon  and  the  rectum, 
in  the  manner  previously  described.  The  pa- 
tient withstood  this  procedure  extremely 
well  and  his  immediate  postoperative  course 
was  uneventful.  He  began  passing  small 
amounts  of  soft  fecal  material  through  the 
rectal  tube  on  the  second  postoperative  day. 
The  clamps  applied  to  his  anastomosis  fell 
off  on  his  sixth  postoperative  day.  Since  then 
he  has  been  having  normal  bowel  movements, 
from  one  to  three  movements  per  day.  Out- 
side of  a pneumonia  which  he  developed  post- 
operatively,  and  which  has  cleared,  he  did 
extremely  well.  He  was  finally  discharged  on 
April  15,  as  markedly  improved. 

Discussion 

Our  experience  in  a community  hospital 
with  three  cases  of  proven  Hirschsprung’s 
disease  is  most  unusual,  and  for  us,  quite 
fortunate.  These  cases  were  all  seen  with- 
in a six-month  period  of  time.  This 
would  lead  one  to  believe  that  the  disease  is 
to  be  found  with  greater  frequency,  even  in  a 
small  community  such  as  ours,  if  we  are  on 
the  look-out  for  it. 

Through  personal  communication  with  H. 
E.  Beardmore,^°  of  the  Montreal  Children’s 
Hospital,  I am  aware  of  eighteen  cases  that 
they  have  done.  They  have  been  universally 


satisfied  with  the  cases  they  have  done,  and 
intend  to  continue  using  this  procedure  in 
order  to  assess  its  application  to  the  surgery 
of  Hirschsprung’s  disease  in  infancy  and 
childhood. 

It  is  our  humble  opinion,  after  our  experi- 
ence with  these  three  cases,  that  the  Grob 
modification  of  the  Duhamel  procedure,  may 
very  well  become  the  standard  surgical  pro- 
cedure for  the  treatment  of  congenital  agang- 
lionic megacolon. 

Technically  we  have  found  this  to  be  a very 
atraumatic  procedure,  with  no  morbidity  and 
no  mortality.  In  the  cases  reported  to  date 
by  others,  there  likewise  has  been  no  mortality 
or  morbidity,  even  in  one  infant  operated 
upon  at  17  days  of  age. 

This  compares  with  an  operative  mortality 
of  four — 9%  for  the  Swenson  procedure  in 
average  hands,  and  even  in  cases  reported  by 
Swenson  himself,  his  mortality  is  in  the  3% 
range. 

Only  with  the  accumulation  of  additional 
operative  experience  and  follow-up  evalua- 
tion of  cases,  can  a statistically  significant 
evaluation  of  this  procedure  be  made.  We 
wish  only  to  present  the  procedure  in  the  light 
of  our  own  experience  and  with  the  back- 
ground for  its  development.  We  believe  it 
warrants  further  consideration,  and  awa,it 
with  you,  additional  data  to  confirm  our  be- 
lief. 

We  would  like  to  express  our  deep  appreciation  to:  Olin  S. 

Allen  II,  M.D.,  Radiology  Department;  Joseph  V.  Casella,  M.D., 
and  S.  S.  Bjornson,  M.D.,  Pathology  Department;  for  their  help  in 
the  preparation  of  material  for  this  paper. 
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HETEROTOPIC  PANCREAS  OF  THE  DUODENUM 
DIAGNOSED  PRE-OPERATIVELY 


* A case  of  heterotopic  duodenal  pancreas  in 
an  eight  year  old  child  is  reported.  This  was 
diagnosed  pre-operatively  and  removed  with  a 
complete  alleviation  of  symptoms. 


Edmund  G.  Laird,  M.D. 


Although  a heterotopic  pancreas  is  not  a 
rare  condition,  it  appears  that  it  is  very 
seldom  diagnosed  prior  to  surgery  or  autopsy, 
unless  located  in  the  stomach.  According  to 
the  literature,  the  diagnosis  is  usually  that  of 
peptic  ulcer  or  massive  gastrointestinal 
hemorrhage. 

The  present  case  represents  a duodenal 
heterotopic  pancreas  in  an  8 year  old  boy 
which  was  diagnosed  pre-operatively  and 
treated  by  surgical  ablation  with  excellent 
results. 

The  literature  is  filled  with  articles  on  the 
subject  which  reiterate  the  location,  fre- 
quency, appearance,  etc.,  to  which  the  reader 
can  refer.  The  object  of  this  paper  is  to 
emphasize  a few  points  which  will  help  to 
keep  this  diagnosis  in  mind  and  to  enable 
the  surgeon  to  know  the  pathology  prior  to 
the  operation,  which  is  always  a help.  Many 
aberrant  pancreatic  nodules  are  too  small  to 
detect  either  before  or  during  the  operation. 

As  demonstrated  by  large  series  of  routine 
autopsies,  an  aberrant  or  heterotopic  pan- 
creas is  about  as  prevalent  as  a Meckel’s  di- 
verticulum, i.e.,  it  occurs  in  about  2%  of  the 
cases  examined.  As  emphasized  by  many 
writers,  approximately  70%  are  found  in  the 
stomach,  duodenum  and  jejunum,  and  those 
situated  in  the  stomach  and  duodenum  should 
be  diagnosed  pre-operatively  in  most  cases. 
Unexplained  intestinal  hemorrhage  should 
make  a surgeon  suspect  as  one  of  the  prob- 

Dr.  Laird,  F.A.C.S.,  is  Senior  Attending  Surgeon.  Wilmington 
General  Hospital. 


able  causes  a heterotopic  pancreas  in  a Mec- 
kel’s diverticulum. 

As  stated  by  Esquivel, ^ 73%  of  these  ano- 
malies are  located  in  the  submucosa,  17%  in 
the  muscularis  propria,  and  10%  in  the  sub- 
serosa. 

Since  1859  at  least  600  cases  have  been 
reported  and  practically  none  of  them  was 
diagnosed  pre-operatively.  Barbosa  et  al.^ 
reported  41  cases  of  which  25  were  clinically 
significant.  Of  these  7 had  duodenal  loca- 
tions, yet — “in  only  1 of  the  cases  in  which 
the  location  was  duodenal  was  the  diagnosis 
of  duodenal  tumor  made.” 

In  his  textbook,  PoppeP  shows  the  photo- 
graph of  an  x-ray  of  an  aberrant  duodenal 
pancreas  which  presumably  was  diagnosed  pre- 
operatively;  but  no  details  regarding  the  case 
are  given. 

Esquivel*  reported  9 cases  in  which  not  a 
single  one  was  diagnosed  correctly.  He  states 
that  the  symptoms  are  similar  to  those  of 
“gastric  ulcer,  duodenal  ulcer,  pyloric  obstruc- 
tion, cholecystitis,  obstruction  of  the  common 
duct,  chronic  or  acute  appendicitis  or  inde- 
terminate digestive  symptoms.”  In  other 
words,  symptoms  of  something  wrong  in  the 
upper  abdomen.  It  should  also  be  noted  that 
these  heterotopic  pancreases  may  contain  a 
functioning  islet  cell  adenoma  or  even  an 
adenocarcinoma. 

Most  authors  on  the  subject  find  the  symp- 
toms suggestive  of  “peptic”  ulcers  and  search 
for  the  same  at  operation.  I believe  that 
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many  of  these  lesions  are  missed  at  explora- 
tory surgery  because  they  have  not  been  iden- 
tified by  x-ray  prior  to  surgery.  The  average 
size  of  these  lesions  is  reported  as  0.5  cm  in 
diameter. 

The  heterotopic  tissue  has  been  found  in 
the  above-mentioned  places  as  well  as  occas- 
ionally, in  the  mesentery,  gall  bladder,  spleen, 
etc.  When  found,  the  lesion  should  be  identi- 
fied because  of  a secretory  dimple  in  the  cen- 
ter of  a firm,  elevated  yellowish,  fibrous  no- 
dule. This  usually  betrays  its  identity. 

The  tumor  is  heir  to  all  the  disease  to  which 
the  pancreas  proper  is  heir  to:  malignancy, 
islet  cell  tumors,  hyperinsulinism,  pancrea- 
titis, etc.  Hemorrhage  would  seem  to  be  the 
most  frequent,  urgent  symptom,  especially  in 
the  gastric  and  duodenal  locations,  although 
Littner  and  Kirsh'^  state  that  it  is  uncommon. 

Most  authors  emphasize  the  ambiguity  or 
absence  of  diagnostic  clinical  features  (Bus- 
ard  and  Walters'’)  but  the  most  commonly 
mistaken  diagnosis  is  “peptic  ulcer.”  So  much 
emphasis  has  been  placed  recently  upon  juv- 
enile peptic  ulcer  disease  that,  in  the  present 
instance,  this  was  uppermost  in  the  mind  of 
the  surgeon  when  x-rays  were  requested. 

The  treatment  is  surgical  ablation  and  in 
most  locations,  especially  in  the  submucosa, 
this  is  easily  performed  without  compHcations. 
Feldman  and  Weinberg'’  state  that  they  are 
almost  never  associated  with  a diverticulum 
of  the  duodenum  and  rarely  involve  the  am- 
pulla of  Vater.  They  add,  “If  this  condition 
be  kept  more  in  mind  with  upper  abdominal 
disturbances,  especially  in  the  young,  more 
pre-operative  diagnosis  wiU  be  made.”  Diag- 
nosis still  remains  the  greatest  problem— both 
grossly  and  clinically. 

Before  reporting  the  one  case  which  I have 
encountered,  I would  like  to  thank  the  Direc- 
tor of  the  X-ray  Dept.  (Dr.  S.  Thomas  Miller) 
for  the  pre-operative  diagnosis  and  the  excel- 
lent x-ray  films  which  made  surgery  simple. 
Hypertrophy  of  the  ampulla  of  Vater  was 
the  only  alternative  or  differential  diagnosis 
offered  in  this  case — a child  of  8 years. 

Prior  to  operation  the  possibility  of  the 
hypertrophied  papilla  had  been  ruled  out  to 


my  satisfaction,  chiefly  by  the  medial  loca- 
tion of  this  tumor  as  compared  with  usual 
hypertrophied  papilla. 

Case  Report 

An  8 year  old  boy  was  seen  in  the  Emer- 
gency Room  of  the  Wilmington  General  Hos- 
pital, on  2-2-61.  His  mother  stated  that  he 
had  not  appeared  well  for  six  days,  during 
which  time  he  had  not  had  a bowel  move- 
ment and  had  vomited  “everything.”  In  spite 
of  the  history,  he  did  not  appear  dehydrated. 
Enemas  had  been  ineffective.  He  had  had 
no  chills,  fever,  urinary  symptoms  or  evidence 
of  an  upper  respiratory  infection.  The  chief 
complaint  was  generalized  pains  localized  in 
the  upper  half  of  the  abdomen. 

He  gave  a history  of  having  been  admitted 
to  this  hospital  at  the  age  of  three  weeks  for 
feeding  when  his  mother  was  taken  ill  and 
there  was  no  one  at  home  to  feed  him.  Since 
that  time  his  history  was  unremarkable  ex- 
cept that  he  had  been  a “squeamish”  eater 
and  vomited  occasionally  when  he  indulged 
in  any  “unusual”  foods.  His  brother  had 
had  an  appendectomy  for  a low  grade  appen- 
dicitis. 

Examination,  in  spite  of  the  history,  re- 
vealed a child  who  was  not  acutely  ill  or  de- 
hydrated. His  right  tonsil  was  acutely  in- 
flamed, otherwise  the  head  and  neck  were 
unremarkable.  Heart  and  lungs  were  nega- 
tive. The  abdomen  was  soft,  scaphoid  and 
without  distention.  Peristalsis  was  normal 
and  there  were  no  masses  or  localized  tender- 
nesses. There  was  no  rebound  or  tap  tender- 
ness. No  hernias  were  present.  Rectal  ex- 
amination showed  very  questionable  tender- 
ness in  both  flanks.  The  neurological  exami- 
nation was  negative. 

The  diagnosis  on  admission  was  mesenteric 
adenitis,  a febrile  agglutination  disease  or 
some  parasitic  infestation  of  the  intestines. 

Laboratory  Studies 

Laboratory  studies  were  as  follows:  Fasting 
blood  sugar  80  mg  %;  WBC  10,000,  segmented 
polymorphonuclear  leukocytes  56%,  lympho- 
cytes 33%,  monocytes  4%  eosinophiles  7%, 
hemoglobin  12.9  grams  (86%);  hematocrit 
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Figure  1 


Figure  2 


41%;  urinalysis,  rare  RBC,  otherwise  nega- 
tive; electrolytes  normal;  stools  negative  for 
parasites  and  ovae  but  slightly  positive  for 
occult  blood  (Guaiac);  the  febrile  agglutina- 
tion tests  were  all  negative.  On  the  second 
post-operative  day  an  anal  swab  was  reported 
positive  for  pin-worm  ovae. 

On  2-2-61,  supine  and  upright  x-ray  films 
of  the  abdomen  were  reported  as  showing 
“marked  gaseous  distention  of  the  entire 
small  bowel  and  right  half  of  the  colon.”  No 
diagnosis  was  suggested.  A Barium  enema 
the  following  day  was  negative  and  on  2-4-61 
an  upper  gastrointestinal  series  was  reported 
as,  “No  evidence  of  organic  disease  of  the 
stomach  and  small  bowel.”  The  patient  was 
discharged  the  following  day  with  a diagnosis 
of  pin-worm  infestation. 

On  2-9-61  the  x-rays  were  reviewed  and  it 
was  eviednt  that  the  upper  gastro-intestinal 
x-ray  series  did  not  give  an  adequate  small 
bowel  study.  It  was  decided  to  repeat  it. 
This  was  done  on  2-13-61. 

Dr.  S.  Thomas  MiUer  reported  a “small, 
smooth,  intramural,  soft  tissue  lesion  of  the 
descending  portion  of  the  duodenum;  the  ap- 
pearance suggesting  a hypertrophied  ampulla 
of  Vater,  aberrant  pancreatic  tissue,  or  pos- 
sibly a sessile  papilloma”  {Figure  1 & 2).  It 
was  also  noted  that  this  was  evident  but  over- 
looked on  the  previous  G.I.  series. 

On  4-6-61  the  child’s  mother  reported  five 
attacks  of  upper  abdominal  pain  and  quoted 


the  LMD  as  requesting  immediate  surgical 
intervention.  On  4-16-61  the  child  was  ad- 
mitted to  the  hospital  with  a diagnosis  of 
heterotopic  pancreas  of  the  duodenum. 

Two  days  later  the  patient  was  operated 
upon  and  a rounded,  sessile,  reddish-yeUow 
nodule  approximately  1 cm  in  diameter  was 
removed.  It  was  situated  on  the  medial  wall 
of  the  duodenum  at  the  level  of  the  ampulla 
of  Vater,  which  was  readily  visualized.  There 
was  also  a stellate  ulcer  scar  on  the  anterior 
surface  of  the  pylorus  and  many  enlarged 
lymph  nodes  in  the  terminal  ileum.  The  ap- 
pendix was  removed  routinely. 


The  patient  made  an  uneventful  recovery 
except  for  an  unexplained  febrile  attack  on 
the  5th  post-operative  day,  with  signs  of  peri- 
toneal irritation  in  the  R.L.Q.  These  symp- 
toms subsided  on  conservative  treatment  and 
the  patient  was  discharged  on  5-1-61. 

{Continued  on  Page  155) 
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NEW  HORIZONS  IN  THE  HEALTH  CARE  OF 
THE  AGED 


Allston  J.  Morris,  M.D. 


It  is  customary  in  assembling  a stable  of 
speakers  for  a program  such  as  this  one,  to 
seek  out  experts  in  various  fields,  and  to  ask 
them  to  spoon-feed  certain  information  to  the 
sometimes  receptive  audience.  This  is  a 
process  which  might  be  called  brain-picking. 
And  in  looking  over  the  program  today  it  is 
clear  that  this  formula  has  been  followed, 
and  that  you  will,  by  the  end  of  the  day, 
have  had  an  ample  opportunity  to  pick  the 
brains  of  several  experts. 

My  role,  of  necessity,  is  a different  one,  for 
I am  no  expert.  Instead,  I am  about  to  pick 
your  brains,  or  at  least  I hope  I shall  tickle 
your  brains,  and  ask  some  questions  which 
neither  you  nor  I can  answer,  but  which  we 
will  all  want  to  answer. 

The  general  question  is  this:  What  can 
you  and  I do  in  the  next  ten  years,  here  in 
Delaware,  to  improve  the  health  care  of  the 
aged? 

I have  no  wish  to  bore  you  with  statistics 
and  it  is  not  necessary.  You  know  the  trend: 
the  population  of  Delaware  will  increase  over 
the  next  10  years,  and  the  proportion  of  the 
increased  population  who  will  be  over  sixty- 
five  will  increase  even  more.  Furthermore, 
barring  unforseen  epidemics  or  nuclear  war, 
life  expectancy  of  those  over  65  will  surely 


Dr.  Morris  is  Chief  of  Internal  Medicine,  Delaware  Hospital, 
Wilmington;  and  a member  of  the  Joint  Council. 

‘*'Text  of  a talk  presented  at  a special  meeting  sponsored  by  the 
Joint  Council  to  Improve  the  Health  Care  of  the  Aged,  April,  1962, 
Delaware  Academy  of  MediVine. 


not  be  less  than  it  is  now,  and  probably  will 
be  more. 

There  are  about  750  nursing  home  beds  in 
the  state  now.  Surely  there  will  be  a need 
for  more  beds  by  1972.  Does  this  mean  there 
should  be  more  nursing  homes?  Or  does  this 
mean  that  existing  nursing  homes  should  be 
increased  in  bed  capacity  without  any  in- 
crease in  the  number  of  nursing  homes.  Or 
should  the  number  of  homes  be  decreased 
possibly  by  combining  some  with  an  even 
greater  increase  in  the  number  of  beds  in 
each  nursing  home? 

Is  there  an  ideal  size  for  a nursing  home? 
I don’t  know. 

Perhaps  this  question  indicates  the  need 
to  ask  an  even  more  fundamental  question: 
What  exactly  do  we  mean  by  a nursing  home? 

Is  a nursing  home  a sort  of  boarding  house 
for  healthy  but  elderly  folk  who  are  no  longer 
up  to  the  problems  of  marketing  for  the 
week’s  groceries,  who  need  someone  to  remind 
them  occasionally  to  take  a pill,  and  who,  when 
their  time  is  up,  will  obligingly  die  peacefully 
in  bed,  at  night,  of  a disease  requiring  no 
nursing  care  and  no  medical  care? 

Or  is  a nursing  home  a modified  mental 
hospital  for  senile  psychiotics,  requiring  con- 
stant vigilance,  always  noisey  at  night,  always 
messy  by  day,  needing  vast  quantities  of  the 
miracle  drugs  which  are  quite  unable  to  pro- 
duce the  one  miracle  really  needed? 
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Or  is  it  a modified  hospital  for  the  rehabili- 
tation of  hemiplegics  with  all  the  exotic  para- 
phernalia of  physical  medicine,  where  a daily 
routine  is  established  that  makes  the  routine 
of  a smoothly  running  boy  scout  camp  look 
tame  by  comparison,  and  where  the  water- 
front director  is  a trained  physical  therapist? 

Or  is  it  a general  hospital  in  most  respects 
save  for  the  maintenance  of  operating  rooms, 
for  the  care  of  people  who  simply  don’t  get 
well  fast  enough  for  the  necessary  hot-bed 
policy  of  our  general  hospitals. 

Or  finally  is  it  the  next-to-the-last  resting 
place  of  the  terminal  patient  dying  slowly  of 
heart  disease  or  cancer? 

I think  you  know  the  answer  to  those 
questions:  A nursing  home  is,  ideally,  all 

those  things.  But  should  that  be  ideal? 

Is  there  a place  for  nursing  homes  to  spe- 
cialize? If  one  nursing  home  tries  to  be  all 
things  to  all  patients,  and  equips  itself  to  do 
these  things  well,  won’t  the  cost  of  nursing 
home  care  become  much  greater? 

If  the  alternative  is  for  specializing  among 
nursing  homes,  then  isn’t  there  a need  for 
real  liaison  among  all  these  nursing  homes 
so  that  the  patient  may  be  transferred  among 
the  nursing  homes  to  get  the  best  use  of  the 
various  facilities  as  his  needs  change? 

A Job  For  The  Joint  Council 

If  you  feel,  as  I do,  that  these  questions 
need  answers,  then  isn’t  this  a job  the  Joint 
Council  might  undertake  in  the  near  future? 

Speaking  of  750  nursing  home  beds,  I think 
it  is  a fair  estimate  to  say  that  at  any  given 
moment  there  are  only  about  80%  of  these 
beds  actually  occupied.  Put  another  way, 
this  means  that  there  are  about  150  empty 
nursing  home  beds  in  the  state  today.  Now 
ask  your  own  doctor  just  how  easy  he  finds 
it  to  get  a bed  for  his  sick  patients  in  a gen- 
eral hospital.  Yet  your  doctor  knows  that 
some  beds  in  general  hospitals  are  occupied 
by  patients  who  really  don’t  need  all  the 
special  facilities  the  general  hospital  offers. 

Some  hospitals  in  this  country  have  estab- 
lished what  might  be  called  minimal  care 


units.  Our  general  hospitals  in  this  city  have 
considered  the  establishment  of  such  units. 
It  is  possible  that,  properly  organized,  we 
already  have  150  minimal  care  beds  in  our 
nursing  homes  which  might  be  used  without 
the  actual  construction  of  any  new  buildings? 

Home  Care  Program 

Some  of  you  have  heard  of  the  home  care 
program.  This  program  makes  it  possible  to 
care  for  a patient  who  has  been  in  a general 
hospital,  in  his  own  home,  or,  if  he  was  a 
service  patient  while  in  the  general  hospital, 
then  a doctor  employed  by  the  hospital  takes 
care  of  him  at  home.  Many  hospital  services 
are  provided  for  him  at  his  home,  such  as 
some  laboratory  service,  some  nursing  care, 
physical  therapy,  the  loan  of  some  special 
equipment.  Even  an  iron  lung  and  a portable 
generator  have  been  provided. 

How  much  easier  it  would  be  to  carry  out 
such  a program  in  a nursing  home!  Would 
it  work?  I don’t  know.  Should  we  find  out 
whether  it  would  work? 

Remember  this:  It  costs  someone  nearly 
$1,000  a month  to  keep  a patient  in  a general 
hospital  bed  for  a month.  Only  the  most 
expensive  nursing  home  beds  come  anywhere 
close  to  half  that  amount. 

This  whole  problem  of  money  is  one  of  the 
clouds  on  the  new  horizon  in  the  health  care 
of  the  aged.  Mr.  Maybee  will  speak  on  this 
problem  from  the  standpoint  of  the  Blue  Cross 
approach.  I think  he  will  tell  you  that  with 
all  the  will  in  the  world.  Blue  Cross  alone 
cannot  solve  this  problem.  Nor  can  the 
Federal  Government  alone,  nor  the  State,  nor 
the  County,  nor  the  City.  To  the  best  of 
my  knowledge  no  private  nursing  home  in 
this  state  is  caring  for  any  of  the  aged  indi- 
gent. To  the  best  of  my  knowledge  there  is 
no  provision  for  City,  County  or  State  to 
make  any  payment  for  nursing  home  care  at 
this  time.  Would  it  really  cost  much  more 
or  any  more  to  care  for  some  of  our  indigent 
aged  patients  in  nursing  homes  than  it  costs 
now?  I don’t  know.  I think  an  effort  should 
be  made  to  find  out. 

There  are  insurance  carriers  now  who  are 
providing  a type  of  hospitalization  insurance 
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which  becomes  paid  up  when  the  policy  holder 
reaches  age  65.  Is  this  part  of  the  silver 
lining  to  the  money  cloud?  There  are  some 
industries  which  continue  to  pay  part  or  all 
of  an  employee’s  medical  insurance  after  he 
is  retired.  Is  this  good?  Is  it  being  done  in 
Delaware?  If  industry  should  be  encouraged 
to  look  into  this,  who  should  encourage  in- 
dustry? Is  this  a job  for  the  Joint  Council? 

You  have  heard  Dr.  Ficca  describe  a pro- 
gram for  improving  the  dental  program  of 
patients  in  nursing  homes.  This  afternoon 
you  will  take  part  in  a program  designed  to 
improve  just  one  aspect  of  nursing  care.  Shall 
this  be  just  the  first  of  a series  of  workshops 
covering  various  aspects  of  nursing  home  care? 

Topics  For  Future  Programs 

Here  are  a half  dozen  topics  I am  certain  we 
would  all  profit  from  in  future  programs: 

1.  Nutrition  and  special  diets 

2.  Rehabilitation 

3.  Medical  records 

4.  Remodelling  and  reconstruction  of  nurs- 
homes  and  the  various  means  available 
for  financing  such  activity 

5.  Personnel  policies 

6.  The  psychology  and  mental  health  of 
the  aged  patient 

No  doubt  you  can  add  other  topics.  The 
Joint  Council  would  be  interested  to  hear 
from  you  if  you  have  suggestions  for  future 
programs. 

Now  what  about  the  really  glamorous  field, 
the  Buck  Rogers,  science  fiction  field,  the  field 
of  medical  research.  Shall  we  in  Delaware 
set  our  sights  on  a program  designed  to  in- 
crease the  average  life-span  to  150  years? 
Well,  not  in  the  next  decade,  I should  judge. 
Indeed,  until  our  friends  in  the  legislature  get 
our  fiscal  problems  straightened  out,  it  might 
be  that  the  sudden  loss  of  revenue  from  in- 
heritance taxes  such  a discovery  would  bring 
about,  would  seriously  jeopardize  the  solvency 
of  our  state.  I think  you  would  all  agree  that 
our  immediate  aim  should  be  not  so  much  to 
make  life  longer,  but  to  make  more  useful,  and 
more  fruitful  whatever  life  each  of  us  has. 


Research  of  the  long-range  type,  dealing 
with  cellular  metabolism  and  enzyme  systems 
does  go  on  in  several  places  in  our  state.  Prac- 
tical results  may  be  a long  time  in  coming. 
Someone  once  said  that  there’s  a long  gesta- 
tion period  between  the  fertilization  of  the 
research  egg  and  the  hatching  of  the  clinically 
applicable  chick. 

But  could  we  make  the  years  our  patients 
have  more  useful,  more  comfortable,  more 
fruitful  by  means,  research  and  otherwise,  al- 
ready available?  Should  our  young  doctors- 
in-training,  the  internes  and  residents  of  our 
general  hospitals,  spend  some  of  their  time 
with  the  patients  in  nursing  homes?  I was 
never  exposed  to  this  experience,  and  very 
few  doctors  are.  Yet  most  of  us  face,  with 
you,  the  problems  of  caring  for  patients  in 
nursing  homes  sooner  or  later.  Surely  it 
would  be  a stimulus  to  the  staff  of  a nursing 
home  to  have  such  a doctor  in  attendance  on 
all  their  patients,  if  only  for  a few  days  sev- 
eral times  a year.  If  such  an  arrangement 
proved  useful  training  to  the  doctor  and  a 
stimulus  to  the  nursing  home  staff,  the  one 
receiving  the  greatest  benefit  of  all  would  be 
the  patient — and  he  is,  after  all,  our  only 
excuse  for  being  here  today. 

The  combination  of  an  inquiring  doctor 
with  time  and  access  to  patients,  and  good 
medical  records,  is  the  basic  requirement  of 
one  type  of  research,  called  clinical  research, 
or  bedside  research,  which  can  be  begun  at 
any  time  in  the  next  ten  years. 

Sample  Study:  Nebraska 

Let  me  tell  you  what  happened  in  one  such 
study  in  Nebraska:  Ten  patients  were  trans- 
ferred from  a chronic  ward  of  a mental  hos- 
pital to  a research  ward  to  test  the  efficacy 
of  a new  drug.  The  new  drug  was  found  to 
be  of  no  value.  But  by  the  time  the  tests 
were  finished,  five  of  the  ten  patients  were 
surprisingly  found  to  be  well  enough  to  go 
home.  This  improvement  was  the  result,  not 
of  the  new  experimental  drug  which  had  been 
found  to  be  of  no  value,  but  of  these  factors: 

1.  Various  other,  more  or  less  routine' 
treatments  which  the  patients  had  not  pre- 
viously had  because  they  had  been  abandoned 
to  the  so-called  chronic  ward. 
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2.  The  increased  interest  of  relatives  and 
friends  who  visited  more  frequently. 

3.  The  increased  attention  the  patients 
got  as  a result  of  being  in  a research  ward 
environment. 

And  so  you  see  that  all  the  miracles  are 
not  just  science  fiction,  and  no  one  has  yet 
measured  the  clinical  efficacy  of  ordinary 
human  kindness  and  of  the  love  of  a man  for 
his  fellow  man.  There’s  lots  of  research  to 
do,  right  here  in  Delaware,  in  the  next  ten 
years. 


We  started  talking  about  “New  Horizons 
in  the  Health  Care  of  the  Aged.”  I have  told 
you  nothing.  I have  asked  many  questions, 
all  of  which  I hope  you  will  help  to  answer; 
some  of  which  must  be  answered.  The  hori- 
zon is  rarely  a difficult  thing  to  see.  But  as 
we  walk  toward  it,  it  recedes,  and  we  can 
never  reach  it.  I hope  that  over  the  next 
ten  years  we  can  walk  together  toward  it, 
and  I know  that  when  we  get  together  in 
1972,  the  new  horizon  that  we  see  then,  will 
be  full  of  new  questions,  all  of  them  at  least 
as  hard  to  answer  as  today’s. 


HETEROTPIC  PANCREAS— Continued  from  Page  151 


Heterotopic  pancreas  of  duodenum;  reac- 
tive hyperlasia  of  mesenteric  lymph  node;  oxy- 
uriasis of  the  appendix. 

As  of  December  11,  1962,  the  child  had 
had  no  further  attacks  of  abdominal  pain  and 
had  enjoyed  a normal  diet.  Unfortunately, 
he  had  developed  a prominent  keloid  in  the 
incision. 

Discussion 

Whereas  many  cases  of  heterotopic  pan- 


creas have  been  reported  and  they  are  stated 
to  occur  in  2%  of  the  population,  they  are 
almost  never  diagnosed  prior  to  operation,  in 
spite  of  the  fact  that  they  give  symptoms  al- 
most identical  with  a peptic  ulcer  and  are 
frequently  visible  in  x-ray  studies  of  the  upper 
intestinal  tract.  “If  this  condition  he  kept 
more  in  mind  with  upper  abdominal  disturb- 
ances, especially  in  the  young,  more  pre-opera- 
tive diagnosis  will  be  made.”^ 


MORE  ABOUT  SMOKING 

Cigarette  smoking  damages  lung  tissue  essential  to  breathing,  reports  the 
National  Tuberculosis  Association  and  its  medical  section,  the  American  Thoracic 
Society.  In  a study  made  by  Oscar  Auerbach,  M.D.,  Veterans  Administration 
Hospital,  East  Orange,  N.J.,  specimens  of  lung  tissue  removed  from  1,592 
patients  who  had  died  at  the  hospital  were  used  to  correlate  pathological  findings 
with  information  obtained  from  their  relatives  regarding  smoking  habits  and 
other  factors  affecting  the  patients.  It  was  reported  that  this  scarring  of  tissue 
essentially  involved  in  the  breathing  process  is  definitely  related  in  extent  to 
the  total  smoking  indulgence  of  each  patient.  All  four  types  of  histologic 
change — fibrosis,  rupturing  of  the  alveolar  septa,  thickening  of  walls  of  the 
small  arteries,  and  thickening  of  the  walls  of  arterioles — were  found  to  be 
highly  related  to  the  smoking  habits  of  these  patients. 
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David  E.  Saunders,  M.D.,  Kings  College  Hospital,  Eng- 
land, ’55,  is  a Londoner.  He  came  to  this  country  seven 
years  ago  and  has  three  children.  Delaware  license: 
1962;  Specialty:  Plastic  Surgery;  Office:  Medical  Arts 
Building,  Wilmington. 


Stewart  T.  Love,  M.D.,  Dalhousie  Medical  School,  Nova 
Scotia,  ’56,  was  born  in  New  Brunswick,  Canada.  He 
and  his  wife,  also  a Nova  Scotian,  have  been  here  since 
October  and  have  two  children.  Delaware  License: 
1962;  Specialty:  Anesthesia.  Dr.  Love  likes  working 
with  Hi  Fi  components  and  photography  in  his  spare 
time.  Office:  3 Crestfield  Road,  Wilmington. 


Ruben  A.  Teixido,  M.D.,  Faculty  of  Medicine  Asuncion, 
’48,  was  born  in  Puerto  Guarani,  Paraguay  and  has  been 
in  the  U.S.A.,  ten  years.  Delaware  license:  1962; 
Specialty:  General  Surgery.  The  Teixidos  have  five 
children.  Office:  Professional  Building,  Wilmington  3. 


Richard  A.  Kahlbaugh,  M.D.,  George  Washington  Uni- 
versity Medical  School,  ’56,  is  a native  of  this  region  and 
interned  and  had  his  residency  at  Delaware  Hospital. 
Delaware  license:  1962;  Specialty:  Internal  Medicine. 
Dr.  Kahlbaugh  enjoys  music  and  golf  and  has  two  chil- 
dren. Since  his  return  from  Air  Force  duty,  his  office 
is:  909  Washington  Street,  Wilmington. 
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The  members  of  the  Medical  Society  of 
Delaware  were  privileged  for  the  fifth  year 
in  succession  to  participate  with  the  Junior 
Chamber  of  Commerce  in  an  International 
Humanitarian  Project  to  obtain  drugs  for 
Thailand  to  aid  Leprosy  victims  there  and 
to  impart  good  will  and  international  under- 
standing between  America  and  Thailand. 

Drugs  were  collected  from  the  offices  of 
physicians  by  the  Jaycees  and  packaged  by 
the  Cann-Erikson  Binders,  Inc.,  picked  up  by 
the  Delaware  Air  National  Guard  and  flown 
to  Travis  Air  Force  Base,  California.  The 
drugs  collected  were  then  flown  to  Bangkok, 
Thailand  by  the  United  States  Air  Force  and 
received  duty-free  by  the  Minister  of  Public 
Health  and  turned  over  to  the  Leprosy  Relief 
Fund  for  distribution  to  hospitals,  such  as, 
Lampang  Leprosy  Foundation,  McKean  Vil- 
lage, Christian  Alliance  House  and  to  many 
Mission  groups  and  hospitals. 

In  Thailand  His  Majesty  the  King,  per- 
sonally witnessed  the  receipt  of  the  drugs. 
Upon  arrival  of  each  drug  consignment,  the 
officers  and  the  Board  of  Directors  of  the 
Leprosy  Relief  Fund  (consisting  of  religious 
leaders  and  the  most  influential  and  respected 
men  in  Thailand)  met  to  present  their  valued 
gift  to  the  hospitals. 

On  September  4,  1962,  Mr.  Adam  Aitken, 
a Delaware  Jaycee  and  Vice  President  of  the 
Thailand  Leprosy  Relief  Fund,  was  awarded 
the  Fifth  Order  of  the  Crown  of  Thailand. 
This  medal  was  presented  at  Deves  Palace, 
Bangkok,  and  was  in  recognition  of  the  assist- 
ance rendered  by  Mr.  Aitken,  the  physicians  of 
Delaware  and  the  Delaware  J aycees  for  assist- 
ing the  Thailand  Government  in  its  Leprosy 
Program. 

The  Jaycee’s  excellent  display  of  “Project 


Doctor”  at  the  Delaware  Academy  of  Medi- 
cine, with  the  many  pictures  and  letters  of 
appreciation  that  have  been  received  gives 
testimony  to  the  gratitude  of  the  people  of 
Thailand  for  these  drugs  which  are  used  in 
the  treatment  of  this  disabling  disease. 

Health,  like  most  things,  has  both  a positive 
and  negative  aspect.  Formerly,  a healthy 
person  was  considered  one  who  had  no  pain. 
Today,  when  we  speak  of  health,  we  refer  to 
its  positive  side  as  comprising  the  well  being 
of  the  whole  man.  It  includes  the  spiritual 
and  social  well  being  of  humanity  and,  in  that 
sense,  it  is  one  of  the  conditions  for  universal 
peace  and  common  security.  From  the  social 
view  point,  the  health  of  people  is  one  of  the 
principle  elements  of  the  social  and  interna- 
tional welfare  of  nations. 

The  recipients  of  these  valued  gifts,  such 
as,  the  Christian  Alliance,  the  many  Mission 
groups  and  hospitals,  all  recognize  the  knowl- 
edge and  service  of  the  True  God  as  a direct- 
ing and  motivating  force  in  ministering  to  the 
needs  of  suffering  humanity — in  contrast  to 
might  and  power,  conquest  and  tyranny, 
which  are  the  perverted  aims  of  Communism 
under  which  the  loss  of  human  dignity,  human 
freedom  and  human  happiness  are  the  inevi- 
table results. 

The  members  of  the  Medical  Society  of 
Delaware  are  grateful  to  the  Delaware  Junior 
Chamber  of  Commerce  for  the  privilege  of 
participating  with  them  in  this  project;  they 
are  indebted  to  U.S.  Senator  J.  Caleb  Boggs, 
Jr.,  for  his  valuable  assistance  in  arranging 
for  the  collection  of  the  drugs  for  delivery  to 
Thailand  by  the  U.S.A.F.;  and  to  Mr.  P.  Pres- 
ton Davis,  State  Chairman  of  Project  Doctor, 
and  his  committee,  the  members  offer  their 
congratulations  for  an  excellent  job  well  done. 

Williard  Preston,  M.D. 
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The  Congress  of  Delegates  of  the  AAGP  was 
convened  in  the  Palmer  House  Hotel  in  Chi- 
cago on  March  30,  1963  with  delegates  present 
from  all  50  states  and  Puerto  Rico.  Drs.  D. 
W.  MacKelcan  and  H.  F.  Wendel  represented 
Delaware.  Dr.  MacKelcan  was  Assistant  Ser- 
geant-at-Arms  for  all  the  meetings. 

The  important  issues  discussed  at  the  meet- 
ing were  as  follows: 

a.  Certifying  Board  for  General  Practice. 

This  point  was  the  one  most  vehemently 
discussed  at  the  meeting.  Many  men,  especially 
those  from  the  South  and  Eastern  United 
States,  felt  that  the  boards  would  lend  pres- 
tige to  General  Practice  and  thereby  lure  more 
medical  students  into  General  Practice.  Most 
doctors  from  the  middle  and  far  west,  however, 
felt  that  in  order  to  establish  a board,  there 
would  have  to  be  specific  limitations  set  up 
and  this  would  greatly  diminish  the  types  of 
work  they  are  now  doing,  for  example,  major 
surgery,  operative  obstetrics,  gynecology, 
ophthalmology,  etc.  The  measure  was  over- 
whelmingly rejected  and  the  Congress  further 
voted  never  to  favor  a board  outside  the  struc- 
ture of  the  AAGP. 

b.  Definition  of  Continuation  Study. 

The  Congress  voted  to  drop  the  terms  Cate- 
gory I and  Category  II  credits  for  study,  to 
become  effective  Jan.  1,  1964.  The  provision 
for  sponsorship  and  cosponsorship  was  also 
abolished  because  it  is  not  working  out  well; 
there  is  confusion  and  a lack  of  responsibility 
for  course  organization  and  management. 

c.  Hospital  Accreditation. 

The  Congress  approved  a recommendation 
of  Dr.  Murphy  (1961  President  of  AAGP) 
that  the  AMA  be  the  sole  judge  of  accredita- 
tion of  hospitals  for  professional  care.  This 
would  remove  accreditation  from  the  JAH 
Association  which  is  an  independent  organiza- 
tion composed  of  the  AMA,  AHA,  ACS,  and 
College  of  Physicians.  In  many  areas  of  the 
country  the  JAH  puts  pressure  on  hospitals 
to  remove  GPs  from  the  staff  by  refusing  ac- 


creditation if  the  hospitals  do  not  comply.  The 
AAGP  feels  that  demonstrated  ability  should 
be  the  sole  criterion  for  hospital  privileges, 

d.  To  Further  define  the  term  General 
Practice 

The  Congress  definitely  opposed  all  recom- 
mendations that  would  define  General  Prac- 
tice. What  is  acceptable  in  one  part  of  the 
United  States  where  GPs  do  surgery,  gyne- 
cology, etc.,  would  not  be  acceptable  in  other 
more  populated  parts  of  the  country  where 
practice  is  more  limited  to  internal  medicine, 
obstetrics,  pediatrics,  etc. 

e.  Life  Membership 

The  Congress  passed  a resolution  to  amend 
the  Constitution  and  By-Laws  and  provide 
life  membership  for  any  member  over  the  age 
of  seventy  with  ten  years  of  continuous  mem- 
bership. Such  members  would  not  have  to 
pay  dues,  but  could  not  hold  office  or  vote. 

f.  General  Practice  Graduate  Training. 

The  Congress  endorsed  a commission  report 

guide  for  two-year  graduate  training  programs 
for  general  practice  and  outlined  the  scope 
and  content  of  these  programs. 

g.  Reference  Committee  of  Hospitals. 

The  Congress  endorsed  a recommendation 

that  the  chiefs  of  various  appropriate  depart- 
ments in  hospitals  incorporate  the  General 
Practitioner  in  the  hospital  teaching  program 
and  further  admonished  general  practitioners 
with  clinical  privileges  that  they  have  a moral 
obligation  to  assist  in  the  teaching  programs. 

It  is  with  much  pride  also  I report  that  Dr. 
Marjorie  Conrad  came  within  9 votes  of  being 
elected  to  a position  on  the  national  head- 
quarters board  of  directors.  Dr.  Conrad  was 
asked  to  place  her  name  in  the  race  only  one 
week  before  the  convention  opened.  I feel 
that  with  a longer  campaign  and  a more  thor- 
ough coverage  of  all  the  other  delegates  by  the 
Delaware  Academy  membership,  she  would 
have  been  elected.  We  all  are  confident  that 
she  will  be  elected  at  next  year’s  meeting  in 
Atlantic  City,  New  Jersey. 

Henri  F.  Wendel,  M.D.,  Delegate 
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'Qditorlal^ 

HEART  DISEASE  IN  DRIVERS  OF  VEHICLES 

An  accident  occurring  in  New  York  in 
March,  1963  due  apparently  to  the  known 
cardiac  condition  of  the  bus  driver  was  the 
subject  of  a report  submitted  by  three  out- 
standing New  York  physicians  and  published 
in  a recent  issue  of  the  J.A.M.A. 

The  bus  driver,  age  48,  first  complained  of 
dizziness  and  angina  of  effort  in  1959.  He 
received  medical  care  for  this  condition.  In 
November,  1960,  he  was  treated  for  acute 
myocardial  infarction,  the  treatment  including 
anticoagulants  while  in  the  hospital.  In  April, 
1961  he  was  allowed  to  return  to  light  work 
with  no  driving.  Several  months  later  he 
requested  that  he  be  allowed  to  return  to 
driving  and  since  light  duty  included  this,  the 
request  was  granted.  Monthly  medical  exami- 
nations revealed  the  persistence  of  chest  pain, 
cardiac  enlargement  by  x-ray,  and  ECG  find- 
ings of  old  infarction. 

Autopsy  examination  showed  the  cause  of 
death  to  be  asphyxia  by  drowning.  There 
was  no  evidence  of  recent  coronary  occlusion 
or  recent  myocardial  infarction. 

Levy,  de  la  Chapelle  and  Richards  then 
reviewed  the  criteria  for  medical  examination 
of  hospital  employees  in  New  York.  They 
found  these  requirements  inadequate  and,  in 
addition,  found  no  special  examinations  for 
drivers  of  motor  vehicles.  They  then  sub- 
mitted proposed  examination  outlines  with 
special  studies  to  be  done  for  drivers  of  motor 
vehicles. 

Their  list  of  cause  for  rejection  is  complete. 

Causes  for  rejection,  or  re-assignment  from  duty 
as  driver  of  a public  motor  vehicle,  in  the  De- 
partment of  Hospitals  of  the  City  of  New  York 
Cardiovascular  Diseases): 

Coronary  heart  disease 

Sclerosis  (without  symptoms) 

Angina  pectoris 

Cardiac  infarction  (history  of  electrocardio- 
graphic evidence) 

Levy,  R.L.,  de  La  Chapelle,  C.  E,  and  Richards,  D,  W,:  Heart 
Disease  in  Drivers  of  Public  Motor  Vehicles  as  a Cause  of  High- 
way Accidents,  J.A,M,A,  184:481  (May  11  ) 1963, 


Hypertension 

Blood  pressure  180/100  mm  Hg  (persistent)  or 
over 

Diastolic  blood  pressure  105  mm  Hg  or  over 

In  either  case  with  lower  readings  but  with 
complications 

Cardiac  enlargement  (by  x-ray) 

Abnormal  electrocardiogram  (in  judgment  of 
special  consultant) 

Congenital  heart  disease 
Aneurysm  (in  any  vessel) 

Valvular  heart  disease 

Aortic  stenosis 

Aortic  regurgitation 

Mitral  stenosis  and/or  regurgitation  (if  associ- 
ated with  cardiac  enlargement  and/or  symp- 
toms of  cardiac  insufficiency) 

Carotid  sinus  (with  syncope) 

Cardiac  arrhythmia 

Paroxysmal  tachycardia  (auricular,  A-V  nodal, 
or  ventricular) 

Premature  contractions,  if  associated  with  other 
evidences  of  organic  heart  disease 
Atrial  fibrillation  (paroxysmal  or  permanent) 
Atrial  flutter  (paroxysmal  or  permanent) 

Heart  block. 

Incomplete,  with  dropped  beats 

Complete,  with  or  without  Adams-Stokes  syn- 
drome 

Congestive  heart  failure  (manifest  or  from  history) 
Cerebrovascular  disease — with  or  without  paralysis 
Intermittent  claudication  (impaired  peripheral  ar- 
terial circulation) 

They  then  investigated  the  policies  of  the 
Transport  Board  (London)  and  Authority 
(New  York)  and  found  their  regulations  to 
be  quite  strict  and  in  line  with  their  sug- 
gested changes.  They  admit  that  policy  in- 
volving the  drivers  of  private  vehicles  is  not 
within  the  scope  of  this  report  but  it  is  quite 
likely  that  when  this  report  receives  further 
publicity,  the  question  will  be  raised  regard- 
ing the  private  licensure  of  cardiac  patients. 

Ideally,  patients  known  to  be  subject  to 
lapse  of  consciousness  or  sudden  death  should 
be  barred  from  the  highways.  The  medical 
profession  will  do  its  part  if  such  becomes 
law.  In  the  meantime  let  the  politicians  do 
their  part  in  enforcing  the  present  law  regard- 
ing driving  under  the  influence  of  alcohol. 
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Medicine  As  A 
Career 


The  junior  and  senior  years  in  high  school  are  the  critical  times  in  career 
choice,  according  to  a recently  completed  survey  of  high  schools,  pre-med 
and  medical  students,  drop-outs,  interns  and  residents.  Conducted  by 
S.A.M.A.,  it  provides  an  interesting  profile  of  the  “typical”  young  phy- 
sician. The  humanitarian  aspects  of  medicine  directed  his  choice;  he  was 
influenced  by  others  (primarily  his  family  and  other  physicians);  few 
people  counseled  him  against  a medical  career.  It  was  a fifty-fifty  chance 
that  he  considered  dropping  medicine  during  pre-med  training;  he  feels 
that  the  major  deterents  to  the  study  of  medicine  are  effort  and  the 
amount  of  time  necessary — with  flnancial  burdens  of  secondary  consid- 
eration. 


First-Aid 
Training  Device 


Clinically  accurate  simulated  wounds — called  Simulaids — are  available  in 
vinyl  plastic.  “Blood”  can  be  pumped  through  tubing  to  the  injuries 
when  they  are  attached  to  the  body  of  a training  demonstrator.  Medical 
and  hospital  directors  with  first-aid  training  programs  have  found  these 
devices  of  great  value  for  courses  since  they  not  only  prepare  the  student 
to  face  grim  reality  but  also  teach  him  to  control  bleeding  through  pressure 
on  the  wound  or  the  correct  arterial  pressure  points,  or  a tourniquet. 
Simulaids  come  completely  assembled  with  “blood”  reservoir,  vascular 
pump  and  tubing,  and  non-toxic  dye  powder.  For  information  contact; 
Mr.  Kevin  M.  Sweeney,  Woodstock,  N.Y. 


The  Aging 
Process 


Many  manifestations  of  aging,  previously  considered  a result  of  the  aging 
process  itself,  may  be  attributed  to  other  causes,  according  to  a team  of 
21  scientists  at  the  National  Institute  of  Mental  Health,  Bethesda.  The 
social  factors  in  the  subject’s  immediate  environment  were  found  to  be 
closely  related  to  his  behaviour  and  attitudes.  If  the  social  environment 
showed  qualities  of  deprivation,  as,  for  instance,  the  loss  of  intimate 
persons  or  loss  of  income,  the  subject’s  attitudes  and  behaviour  showed 
more  deterioration  and  manifestation  of  depression.  Whether  or  not 
enforced  retirement  has  unfortunate  consequences  for  the  individual 
depends  to  some  degree  on  whether  or  not  the  retirement  was  accom- 
plished by  conflicting  internal  or  external  pressures. 


Insurance  For 
Mental  Health 


Insurance  coverage  of  mental  illness,  although  still  more  restricted  than 
for  physical  illness,  has  been  increased  considerably  in  recent  years  in 
all  types  of  health  insurance  plans,  according  to  a nation-wide  study  made 
by  the  Joint  Information  Service  of  the  American  Psychiatric  Association 
and  the  National  Association  for  Mental  Health.  Blue  Cross  was  provid- 
ing, by  January,  1962,  at  least  21  days  of  hospital  care  per  benefit  period 
for  nervous  and  mental  disorders  through  58  of  its  83  hospitalization 
plans — a marked  increase  since  1955.  However,  only  13  Blue  Cross  plans 
cover  mental  illness  to  the  extent  that  physical  illness  is  covered.  Copies 
of  this  report  are  available  from  the  Publication  Department,  American 
Psychiatric  Association,  1700  18th  Street,  N.W.,  Washington  9,  D.C. 
— Price  of  one  copy  is  $1. 
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Personal 

Glimpses 


Brief  Briefs 


Rack 

Pamphlet 


William  H.  Kratka,  M.D.,  won  first  prize  among  100  entries  with  his  oil 
painting  of  a scene  along  the  Brandywine  in  the  Art  Show  which  was  an 
added  attraction  of  the  recent  Pennsylvania  Academy  of  Ophthalmology 
and  Otolaryngology  Convention  . . . David  J.  Reinhardt,  III,  M.D.,  is 
receiving  congratulations  on  his  marriage  last  month  to  Miss  Jane  Davis  of 
Cecilton,  Maryland  . . . James  D.  McClements,  M.D.,  was  elected  to  the 
Dover  School  Board  by  an  overwhelming  majority  . . . William  T.  Rear- 
don, M.D.,  was  guest  speaker  before  the  Delaware  State  Private  Duty 
Nurses  at  the  St.  Francis  Hospital;  subject:  “The  Art  of  Suggestion  in 
Relation  to  the  Nursing  Profession.”  On  May  23rd  he  addressed  the 
Philadelphia  Society  of  Clinical  Hypnosis  on  “The  Effective  Use  of  Hyp- 
nosis as  an  Office  Procedure”  . . . Richard  N.  Taylor,  M.D.,  was  elected 
president  of  the  Delaware  Heart  Association,  succeeding  David  J.  Rein- 
hardt, III,  M.D.;  Lemuel  C.  McGee,  M.D.,  was  elected  senior  vice  presi- 
dent . . . John  A.  Craig,  M.D.,  who  will  be  associated  with  the  Beebe 
Clinic  in  Lewes  in  July  after  completing  his  four-year  residency  in  OB- 
Gyri  at  Miseracordia  Hospital,  has  been  awarded  the  Annual  Prize  by  the 
Obstetrical  Society  of  Philadelphia  for  the  best  scientific  paper  written  by 
a resident  . . . Franklin  C.  Fetter,  M.D.,  is  the  new  Director  of  Medical 
Education  for  three  of  Wilmington’s  hospitals.  His  office  is  in  the  Academy 
of  Medicine  . . . Margaret  Palmer,  medical  consultant.  Crippled  Children’s 
Services,  Delaware  State  Board  of  Health,  is  one  of  the  18  recipients  of 
scholarships  awarded  to  professional  workers  by  the  National  Society  of 
Crippled  Children  and  Adults. 


. . . A newly  designed  needle  which  enables  the  physician  to  obtain  better 
specimens  from  the  liver  by  suction  biopsy — developed  by  Drs.  S.  Philip 
Bralow  and  Sidney  Goldsmith  and  in  use  at  the  Temple  University 
Medical  Center  for  more  than  a year — will  be  manufactured  by  the 
Becton,  Dickinson  Instrument  Company. 

. . . Diphtheria  continues  to  be  predominantly  an  infection  of  children — 
75%  of  reported  cases  and  nearly  90%  of  deaths  being  in  children  under 
15  years  of  age,  according  to  C.  C.  Dauer,  M.D.,  of  the  National  Center 
for  Health  Statistics  of  the  USPHS.  He  also  states  that  parents  should 
be  convinced  that  adequate  immunization  of  their  children  is  imperative 
if  incidence  of  diphtheria  is  to  be  eliminated  or  reduced.  Patterns  of 
Disease,  Parke  Davis  Co. 

...  A series  of  warnings  by  physicians  have  appeared  in  print  that  it  is 
not  enough  to  install  seat  belts  in  your  car  for  personal  safety.  They  must 
be  worn  properly.  As  an  example:  Belts  worn  too  high  or  too  loosely 
have  caused  unnecessary  complications  in  accident  cases. 


A health  education  pamphlet  rack  for  use  in  physicians’  reception  rooms 
is  available  to  doctors  from  the  AMA.  Holding  eight  different  pamphlets, 
the  rack  and  a set  of  25  copies  each  of  eight  pre-selected  pamphlets  will 
cost  $8.95  with  replacement  pamphlets  and  a list  of  new  pamphlets  also 
available.  All  orders  for  materials  should  include  the  proper  remittance 
and  be  directed  to  the  AMA  Order  Department,  535  North  Dearborn 
Street,  Chicago  10. 
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ANNUAL  REPORT  OF  THE  WOMAN’S  AUXILIARY  TO  THE  KENT  COUNTY  MEDICAL  SOCIETY 


This  current  season  of  the  Woman’s  Aux- 
iliary to  the  Kent  County  Medical  Society 
has  been  most  active  and  productive.  We  are 
especially  pleased  with  our  membership  which, 
with  the  inclusion  this  year  of  our  three  new 
doctors’  wives,  totals  twenty-nine  members. 
Once  again  Kent  County  has  achieved  its  goal 
— 100%  membership.  Certainly  this  implies 
a vital  interest  and  concern  in  Auxiliary  ac- 
tivities. 

It  was  our  pleasure  to  serve  again  this  year 
as  hostesses  for  the  “Coffee  Hour”  at  the  State 
Convention  in  Wilmington.  Kent  County  was 
well  represented  at  this  very  sucessful  and 
informative  annual  event. 

Our  Health  Careers  Program  continues  to 
grow.  Interest  in  our  efforts  to  provide  guid- 
ance to  students  and  information  on  the 
scholarships  available  to  them  in  the  various 
fields  of  health  has  been  extremely  gratifying. 
Sponsorship  of  Future  Nurses  Clubs  in  Kent 
County,  held  in  March,  was  attended  by  150 
students  and  counselors  from  eight  high 
schools. 

Guest  speaker  for  this  occasion  was  Miss 
Marguerite  Walders,  Guidance  Director  at 
the  Delaware  School  of  Nursing  who  outlined 
the  various  career  opportunities  open  in  nurs- 
ing and  allied  fields  of  health.  Representa- 
tives of  each  club  spoke  briefly  also,  summar- 
izing their  group’s  accomplishments  and  goals. 

For  those  students  who  do  regular  volunteer 
work  at  Kent  General  Hospital,  the  Auxiliary 
has  provided  aprons,  as  well  as  emblems  for 
identification.  Also,  as  in  the  past,  we  will 
present  awards  at  the  high  school  graduation 
ceremonies  to  those  seniors  who  have  made 
the  most  outstanding  contributions  to  their 
Future  Nurses  Clubs. 

Contributions  to  A.M.A.E.R.F.  average  one 
dollar  per  member.  In  addition,  funds  have 
been  collected  through  the  sale  of  playing 


cards  and  correspondence  notes.  There  will 
be  continued  effort  to  increase  our  donations 
on  behalf  of  medical  education.  A Christmas 
check  is  sent  annually  to  the  Dover  Day  Care 
Center  for  Retarded  Children  toward  the  pur- 
chase of  needed  equipment. 

Those  of  us  who  attended  the  mid-winter 
Work  Shop  at  the  Academy  of  Medicine  in 
Wilmington  were  greatly  enthused  with  this 
“refresher”  course  in  Auxiliary  objectives.  Of 
especial  value  was  its  emphasis  on  closer  com- 
munication and  cooperation  between  State 
and  County  Chairmen. 

We  have  been  greatly  saddened  by  the  loss 
of  one  of  our  members,  Mrs.  C.  J.  Prickett. 
Mrs.  Prickett,  a Charter  Member  of  Kent 
County  Auxiliary  and  highly  esteemed  for 
her  loyal  interest  and  support  of  Auxiliary 
work,  had  recently  been  named  an  Honorary 
Member  of  our  County  Organization. 

Our  members  are  alert  and  responsive  to 
current  legislative  issues,  many  have  written 
their  Congressman  expressing  their  views  on 
Social  Security  Care  for  the  aged. 

From  the  valuable  reports  and  articles  in 
our  “Bulletin,”  the  wealth  of  material  avail- 
able to  our  Committee  Chairmen,  and  our  own 
day-to-day  reading  matter  we  strive  to  keep 
informed  and  prepared  to  meet  the  needs  of 
our  community.  Newsworthy  items  of  Auxil- 
iary projects,  frequently  carried  in  our  local 
papers,  are  one  of  our  most  effective  ways  of 
gaining  favorable  public  awareness  of  our  aims 
and  achievements. 

While  there  is  must  yet  to  be  done,  we  feel 
confident  in  the  success  of  our  Auxiliary;  for 
our  members,  active  leaders  and  responsible 
workers  in  every  phase  of  community  life,  are 
our  most  effective  salesmen  of  the  objectives 
of  the  Delaware  Medical  Society. 

Mrs.  James  R.  McNinch,  President 
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TRISMUS  DUE  TO 
ERGOTAMINE  INTOXICATION 


* The  present  case  report  describes  trismus  as 
the  main  toxic  symptom  from  the  inhalation  of 
ergotamine  tartrate  to  control  chronic  migraine. 
The  differential  diagnosis  is  presented  between 
trismus  due  to  ergotamine  intoxication  and  trismus 
due  to  infection  with  Clostridium  tetani. 


Dewey  A.  Nelson,  M.D. 
Stanley  H.  Weinberg,  B.S. 


In  1808,  Stearns  introduced  ergot  to  medi- 
cine as  an  aid  to  childbirth — a “pulvis  par- 
turiens.”'  In  1918  Stoll  isolated  ergotamine 
— the  first  ergot  alkaloid  to  be  isolated  in  a 
pure  state. - 

The  beneficial  effects  of  ergotamine  in  mi- 
graine are  due  to  the  vasoconstrictive  effects 
on  the  extracranial  and  intracranial  branches 
of  the  carotid  arteries.  The  toxic  effects  of 
peripheral  vasoconstriction  have  long  been 
recognized  in  the  form  of  extremity  gangrene. 
The  blood  pressure  may  increase  by  peripheral 
vasoconstriction.  There  may  be  damage  to 
the  capillary  endothelium — an  action  which 
is  not  understood.^ 

The  central  nervous  system  effects  of  ergot- 
amine are  complex  due  to  stimulation  and  de- 
pression of  different  segmental  levels  of  the 

Dr.  Nelson  is  Attending  Chief.  Department  of  Medicine  (Neu- 
rology) Delaware  Hospital;  Mr.  Weinberg.  F.A.C.A.,  is  Director 
of  Pharmacy  Service,  Delaware  Hospital  and  Secretary  of  the  Del- 
aware Poison  Information  Service. 


neuraxis.^  All  ergot  alkaloids  of  high  molecu- 
lar weight,  such  as  ergotamine,  produce  a 
central  sedative  effect.  ^ With  moderate 

doses,  the  medullary  centers  are  stimulated, 
leading  to  vagus  slowing  of  the  pulse,  emesis, 
and  increased  respiration.  Large  doses  of 
ergotamine  may  cause  convulsions  and  death 
by  medullary  paralysis.’  The  central  effects 
may  be  the  result  of  vascular  changes,  but 
also  may  be  due  to  direct  effects  on  cells  in 
the  central  nervous  system. 

Though  ergotamine  is  used  by  thousands  of 
patients  in  varying  doses  for  the  relief  of 
migraine,  there  are  relatively  few  reports  of 
toxic  symptoms.^  Patients  who  take  ergota- 
mine regularly  can  build  up  a strong  tolerance 
to  it.  Blumenthal  and  Fuchs"  have  reported 
the  ingestion  of  100  Cafergot  tablets  (ergota- 
mine tartrate  1 mg.  per  table)  a month  for 
8 years  by  a 71  year  old  man.  They  also  re- 
ported the  ingestion  by  a 42  year  old  male 
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of  more  than  10,000  mg.  of  ergotamine  over 
a 6 year  period^  Neither  of  these  patients 
revealed  evidence  of  ergot  toxicity. 

Trismus  as  the  prime  toxic  effect  of  ergota- 
mine ingestion  has  been  described  infre- 
quently. In  1892,  Von  Bechterew®  reported 
a multiplicity  of  central  nervous  system  effects 
in  89  patients.  He  described  painful  tonic 
muscle  spasms  which  occurred  locally  or 
throughout  the  body  with  contractions  of 
masseter  and  extraocular  muscles.  A tense 
and  staring  facial  expression  and  retraction 
of  the  head  were  described.  Fuchs^  has  de- 
scribed the  close  similarity  between  these 
muscle  contractions  and  tetany  with  convul- 
sions. Permanent  neurological  changes  can 
occur  if  the  contractions  or  convulsions  are 
prolonged.'®  Von  Oettingen"  mentioned  tris- 
mus due  to  ergot  poisoning  in  his  book,  and 
by  a personal  communication  he  referred  us 
to  further  descriptions  of  it  in  a book  by 
Lewin'-  and  an  article  by  Nielsen.'^  Lewin'^ 
mentioned  trismus  as  one  of  the  symptoms 
of  convulsive  ergotism.  Trismus  was  men- 
tioned along  with  spasms  of  the  arms,  legs, 
and  paraspinal  muscles.  Atrophy  of  fore- 
arm and  leg  muscles  as  a late  sequella  was 
described.  Nielsen’^  described  the  symptoms 
of  acute  ergot  poisoning  in  a 50  year  old 
white  male  who  ingested  15  mg.  of  ergota- 
mine at  once.  The  patient  was  unconscious 
at  first,  then  developed  a staring  look  as  he 
recovered  consciousness.  The  masseter  and 
thigh  muscles  were  rigid  though  all  other 
muscles  were  relaxed.  Most  of  these  symp- 
toms disappeared  in  several  days  though 
painful  muscles  persisted  for  some  weeks 
afterwards. 

The  following  case  report  is  of  interest  due 
to  the  rare  observance  of  trismus  as  a toxic 
effect  of  ergotamine,  and  the  way  these  symp- 
toms mimicked  those  of  tetanus  (lockjaw). 

History  Of  Present  Illness 

A 45  year  old  housewife  was  admitted  to 
the  Delaware  Hospital,  Wilmington  on  No- 
vember 28,  1961,  complaining  of  trismus 
and  spasm  of  the  cervical  muscles.  Eleven 
days  before  admission,  she  developed  a mild 
sore  throat  which  she  attributed  to  exposure 
while  washing  windows.  She  developed  gen- 


eralized muscle  pains  8 days  before  admission 
following  which  she  received  penicillin  600,- 
000  units  intramusclarly  for  two  days.  Six 
days  before  admission  she  developed  some 
posterior  neck  stiffness  which  shortly  spread 
into  the  sternocleidomastoid  muscles.  She 
was  given  carisoprodol  (Rela)  one  tablet  (350 
mg. ) three  times  daily  and  received  three 
injections  of  1 cc.  (4  mg.)  of  dexamethasone 
21 -phosphate  (Decadron),  receiving  the  last 
injection  4 days  before  admission.  She  had 
difficulty  in  swallowing  4 days  before  ad- 
mission. A barium  swallow  performed  as  an 
out-patient  was  normal.  Trismus  developed 
at  this  time  and  became  so  severe  that  she 
could  only  open  her  mouth  wide  enough  to 
drink  fluid  for  2 days  prior  to  admission. 

History  Of  Past  Illness 

There  was  a history  of  unilateral  throbbing 
headache  for  23  years.  The  headaches  were 
often  associated  with  photophobia,  nausea,  and 
vomiting.  A diagnosis  of  migraine  headache 
had  been  made.  Between  the  ages  of  22  and 
30  they  occurred  once  a month  but  after  the 
age  of  30  they  occurred  as  often  as  once  a 
week  to  several  daily. 

She  obtained  moderate  relief  from  an  av- 
erage 15  mg.  ergotamine  tartrate  with  caffeine 
(Cafergot)  a week,  orally  for  7 years.  (1945- 
1952) ; then  began  to  take  ergotamine  tartrate 
(Gynergen)  intramuscularly  about  10  mg. 
a week  for  7 years,  (1952-1959).  This  was 
terminated  due  to  the  development  of  peri- 
pheral vasoconstriction  and  paresthesias  of 
the  hands,  feet,  and  cheeks.  Over  the  last  3 
years  she  used  ergotamine  tartrate  (Mediha- 
ler-Riker)  inhaler,  inhaling  an  average  of  4 
times  daily,  receiving  1.4  mg.  ergotamine  tar- 
trate daily  (0.36  mg.  ergotamine  each  in- 
halation). 

She  had  a history  of  chronic  suppurative 
otitis  media  of  the  right  ear  since  the  age  of 
3.  This  followed  an  attack  of  pneumonia. 

Physical  Examination 

The  physical  examination  revealed  a well 
developed,  thin  female  in  moderate  distress 
due  to  spasm  of  the  jaws  and  the  neck.  Blood 
pressure  was  120/60,  temperature  98,  pulse 
84.  She  was  alert  mentally. 
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There  was  a perforation  in  the  right  tym- 
panic membrane  and  a reddish  mass  pro- 
truded through  the  opening. 

She  could  open  the  teeth  only  a millimeter 
or  two.  There  was  marked  spasm  of  the  mas- 
ster  muscles  made  worse  by  attempts  to  open 
the  jaws  or  by  emotional  expression.  The 
sternocleidomastoid  muscles  were  likewise  in 
spasm.  She  complained  of  mild  muscle  pain. 
The  head  was  retracted.  Face  was  mask-like 
due  to  lack  of  motion  of  the  muscles  of  ex- 
pression. Speech  was  monotone.  She  could 
swallow  fluids  through  a straw  with  some 
difficulty.  The  left  temperomandibular  joint 
was  tender. 

Except  for  hyperactive  deep-tendon  reflexes 
the  remainder  of  her  examination  was  normal. 

Laboratory  Studies 

Hemoglobin  was  13  gms.,  WBC  5,400  with 
a differential  showing  38%  polys,  2%  bands, 
52^,  lymphocytes,  4%  monocytes  and  4% 
eosinophiles.  Sed.  rate  was  11  mm  at  60  min. 
V.D.R.L.  was  non-reactive.  Urinalysis  was 
normal.  Fasting  blood  sugar  was  94,  serum 
calcium  11.2  mg.%,  phosphorous  3.9  mg.%, 
ceph,  flocculation  was  3 + . Spinal  tap  revealed 
a pressure  of  120,  spinal  fluid  protein  was  18, 
1 cell  per  cu.  mm.  was  seen.  Culture  of  right 
ear  revealed  a spreading  proteus. 

Chest  x-ray  was  normal.  Skull  and  mastoid 
x-rays  revealed  a sharply  defined  radiolucent 
area  in  the  posterior  part  of  the  right  petrous 
ridge  consistent  with  t;he  presence  of  large 
cholesteatoma. 

Course  In  The  Hospital 

Because  of  the  presence  of  such  marked 
trismus  and  muscle  spasm  and  due  to  a chron- 
ically draining  right  ear,  the  first  clinical  im- 
pression was  that  the  patient  had  tetanus 
due  to  infection  with  Clostridium  tetani,  es- 
pecially when  it  was  learned  that  there  was 
a horse  on  the  family  property.  After  being 
skin  tested,  30,000  units  of  tetanus  antitoxin 
was  given  intravenously  and  procaine  peni- 
cillin 600,000  units  twice  daily  intramuscu- 
larly was  begun.  Muscle  spasm  was  con- 
trolled with  chlorpromazine  (Thorazine)  50 
mg.  by  mouth  four  times  daily,  but  due  to 
vertigo,  this  was  changed  to  thioridazine  hy- 


drochloride (Mellaril)  100  mg.  by  mouth 
every  6 hours  which  gave  her  some  relief 
from  the  spasms.  She  also  received  pheno- 
barbital  30  mg.  every  6 hours. 

Due  to  the  rarity  of  tetanus  infections  of 
the  middle  ear,  due  to  the  lack  of  extreme 
pain  with  her  muscular  contractions,  and  due 
to  her  afebrile  state,  an  investigation  of  the 
toxic  effects  of  ergotamine  was  begun  as  soon 
as  treatment  for  tetanus  was  begun.  A review 
of  all  the  information  available  from  the 
Delaware  Poison  Information  Service  revealed 
a single  reference  to  trismus  being  produced 
by  ergotamine  intoxication." 

After  the  diagnosis  was  changed  to  ergota- 
mine intoxication,  the  treatment  was  directed 
towards  withdrawal  from  all  ergot  deriva- 
tives, and  sedation  with  phenobarbital  and 
thioridazine  hydrochloride  (Mellaril).  She 
also  was  given  procyclidine  hydrochloride 
(Kemadrin)  5 mg.  three  times  daily  due  to 
development  of  early  Parkinsonism  from  the 
thioridazine  hydrochloride  (Mellaril). 

After  two  days  the  jaw  could  be  opened 
about  5 millimeters.  After  a week  the  patient 
could  chew  with  difficulty.  After  thirteen 
days  in  the  hospital,  she  was  discharged  with 
mild  jaw  and  neck  pain. 

Treatment  has  been  directed  towards  a 
change  in  habits  and  attitudes  through  psy- 
chotherapy. In  addition,  Mellaril  25  mg. 
three  times  daily  by  mouth  and  phenobarbital 
15  mg.  three  times  daily  by  mouth  have  been 
used.  A migraine  headache  has  occurred  ap- 
proximately once  every  2-3  months  and  this 
has  been  aborted  or  controlled  by  a rectal 
insertion  of  Rectalad-Migraine. 

Discussion 

As  can  be  seen  from  the  brief  review  of 
the  central  nervous  system  effects  of  ergot, 
there  are  varying  responses  depending  upon 
the  dosage  and  place  of  action  in  the  nervous 
system.  The  brain  stem  nuclei  react  with  a 
variety  of  stimulation  and  depression  re- 
sponses. The  mechanism  of  trismus  remains 
in  doubt  since  it  has  been  observed  rarely 
and  has  not  been  studied.  We  assume  it  is 
a result  of  stimulation  of  the  trigeminal 
motor  nucleus  in  the  pons.  The  mask-like 
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face  observed  in  our  patient  and  the  one 
reported  by  Nielsen^^  could  also  be  the  result 
of  some  effect  on  the  basal  ganglia,  similar 
to  the  Parkinson  faces. 

Since  the  trismus  due  to  ergotamine  can  be 
confused  with  that  of  tetanus,  the  following 
points  should  be  mentioned  to  help  in  the 
differential  diagnosis; 

1)  There  is  usually  (but  not  always)  a 
history  of  a deep  or  contaminated  wound 
in  tetanus. 

2)  The  trismus  associated  with  lockjaw  is 
usually  associated  with  pain  in  the  jaw 
muscles,  and  in  other  muscles.  The 
spasms  observed  in  our  patient  were 
associated  with  mild  cramps. 

3 ) The  risus  sardonicus  of  tetanus  pre- 
sents as  facial  muscle  spasm  with  the 
lips  drawn  laterally  and  upwards,  where- 
as the  faces  of  ergotamine  toxicity  are 
mask-like. 

4)  Tetanus  may  follow  a febrile  course 
whereas  ergotamine  intoxication  usually 
does  not. 

5)  It  would  be  highly  unlikely  for  an  in- 
dividual who  develops  lockjaw  to  be 
taking  high  doses  of  ergotamine  where- 
as the  patients  mentioned  in  our  review 
had  a clear  history  of  ingestion  of  large 
doses  of  ergotamine,  either  acutely  or 
chronically. 

Since  early  treatment  of  tetanus  is  manda- 
tory and  in  fact  should  never  await  laboratory 
confirmation  before  treatment  is  begun,  we 
recommend  treatment  if  there  is  doubt  about 
the  differential  diagnosis. 

Summary 

1 )  The  pharmocology  and  toxicology  of 


ergotamine  are  briefly  described  with  special 
emphasis  on  central  nervous  system  effects. 

2)  Few  references  to  trismus  as  a symptom 
of  ergotamine  intoxication  are  found  in  the 
medical  literature. 

3)  A case  report  is  presented  in  which  a 
patient  had  trismus  as  the  main  neurological 
finding  after  ingesting  and  inhaling  large 
quantities  of  ergotamine  for  years  to  control 
severe  migraine  headaches. 

4)  The  differential  diagnosis  between  tris- 
mus due  to  ergotamine  intoxication  and  tris- 
mus due  to  tetanus  is  presented. 

Though  ergot  derivatives  are  often  ingested 
in  high  doses,  there  are  relatively  few  reports 
of  toxicity.  Most  of  these  describe  complica- 
tions from  peripheral  vasoconstriction.  There 
are  also  some  reports  of  central  nervous  sys- 
tem effects  from  toxic  doses.  Muscle  spasm 
has  been  described  several  times.  Three  re- 
ports (1892,  1897,  1935)  mention  trismus  as 
a prominent  symptom. 
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ACUTE  MYOCARDIAL  INFARCTION  (Part  I) 


* The  authors  present  a clinical  study  of  1104 
consecutive  cases  in  regard  to  clinical  manifesta- 
tions, prognosis,  contributory  factors  and  anti- 
coagulant therapy. 


The  purpose  of  this  paper  is  to  present  our 
observations  in  1104  patients  with  acute  myo- 
cardial infarction  seen  at  the  Delaware  Hos- 
pital during  the  12  year  period  1947  through 
1958.  The  series  has  proved  large  enough, 
and  much  of  the  information  pertinent  enough 
to  warrant  comparison  of  our  observations 
with  the  findings  of  other  investigators' in 
published  series  of  a similar  kind.  We  would 
like  to  emphasize  the  fact  that  this  is  a retro- 
spective study  of  hospital  charts,  not  patients. 
The  series  is  a combination  of  private  and 
ward  patients  treated  by  interns,  residents, 
general  practitioners,  internists  and  cardi- 
ologists. We  intentionally  accepted  classi- 
fications and  criteria  that  other  authors 
utilized  successfully  in  their  studies,  although 
some  of  our  observations  made  new  conclusive 
differentiations  necessary. 

Clinical  Material 

The  records  of  1252  patients  treated  at  the 
Delaware  Hospital  for  acute  myocardial  in- 
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farction  between  January  1,  1947  and  De- 
cember 31,  1958  were  thoroughly  studied  by 
one  or  more  of  us.  Of  the  reviewed  records, 
1055  fulfilled  the  criteria  for  acute  myocardial 
infarction  either  by  a typical  electrocardio- 
gram with  its  serial  changes  or  by  diagnostic 
autopsy  findings;  49  cases  demonstrated  a 
masked  electrocardiogram  together  with  a 
typical  history,  fever,  leucocytosis  and  an 
elevated  sedimentation  rate.  These  cases  with 
a very  suggestive  diagnosis  of  acute  myocardial 
infarction  were  added  to  the  first  group  lead- 
ing to  a total  of  1104  patients;  148  showed 
inadequate  proof  for  an  accurate  diagnosis 
of  acute  myocardial  infarction.  We  omitted 
these  charts  from  our  analysis,  although  we 
realized  that  a very  small  percentage  of  these 
cases  may  have  deserved  the  diagnosis  of 
acute  myocardial  infarction.  There  was  no 
attempt  at  selection  of  controls  because  no- 
body knew  at  the  time  these  patients  were 
treated  that  they  would  ever  be  a part  of  any 
study. 

Table  1 demonstrates  how  the  series  under 
discussion  was  selected.  Nearly  12%  of  the 
charts  reviewed  were  excluded  from  this  study. 
Many  of  these  cases  were  patients  brought  to 
the  Delaware  Hospital  in  extremis  who  died 
without  any  laboratory  studies  and  on  whom 
the  diagnosis  of  an  acute  myocardial  infarc- 
tion was  made  only  as  an  intelligent  guess. 
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TABLE  1 

(Analysis  of  Reviewed  Records) 

1.  Total  number  of  cases  with  a 
clinical  diagnosis  of  acute  myo- 
cardial infarction. 

2.  Total  number  of  cases  with  a 
proven  diagnosis  of  acute  myo- 
cardial infarction; 

3.  Total  number  of  cases  with  a 
very  suggestive  diagnosis  of  acute 
myocardial  infarction: 

4.  Total  number  of  cases  without 
proof  for  a diagnosis  of  acute 
myocradial  infarction : 

5.  Total  number  of  cases  with  an 
accepted  diagnosis  of  acute  myo- 
cardial infarction: 

Diagnosis 

In  this  series  of  1104  patients,  a diagnosis 
of  acute  myocardial  infarction  could  be  estab- 
lished by  the  evidence  of  typical  electrocardio- 
graphic changes  and  its  serial  changes  in  928 
(84.1%)  cases,  and  by  post  mortem  examina- 
tion in  233  cases  (21.1%).  Evidence  of  a 
diagnostic  electrocardiogram  as  well  as  docu- 
mentary autopsy  findings  showed  in  109 


TABLE  2 

(Analysis  of  the  Diagnostic  Features) 


1. 

Total  number  of  patients: 

1104 

2. 

Diagnostic  electrocardiograms: 

928 

84.1% 

3. 

Diagnostic  electrocardiograms 
only: 

749 

67.8% 

4. 

Typical  autopsy  findings: 

233 

21.1% 

5. 

Typical  autopsy  findings  only: 

116 

10.5% 

6. 

Typical  electrocardiograms  and 
autopsy  findings: 

109 

9.9% 

7. 

Diagnostic  electrocardiograms  and 
serum  transaminase  levels: 

67 

6.1% 

8. 

Diagnostic  electrocardiograms,  au- 
topsy findings  and  serum  trans- 
aminase levels;* 

3 

0.3% 

9. 

Masked  electrocardiograms  but 
diagnostic  serum  transaminase 
levels; 

6 

0.6% 

10. 

Masked  electrocardiograms  but 
typical  autopsy  findings; 

3 

0.3% 

11. 

Masked  electrocardiograms  but 
typical  autopsy  findings  and  diag- 
nostic transaminase  levels: 

2 

0.2% 

12. 

Masked  electrocardiograms  but 
typical  history,  leucocytosis,  fever 
and  elevated  sedimentation  test: 

49 

4.4% 

*Serum  transaminase  (SGOT)  determinations  served 

as  a,  diagnostic  aide  only  since  1956. 


records  (9.9%).  Table  2 summarizes  our 
diagnostic  findings  in  a more  detailed  form. 

Incidence 

The  review  of  our  records  indicated  a per- 
sistent yearly  increase  in  the  number  of  cases 
of  acute  myocardial  infarction  treated  at  the 
Delaware  Hospital  for  the  twelve  years  under 
consideration.  A comparison  of  the  obtained 
figures  with  the  total  number  of  medical  dis- 
charges per  year,  demonstrated  a rise  in  each 
but  confirmed  a definite  increase  in  the  in- 
cidence of  acute  myocardial  infarction  among 
the  patients  hospitalized  in  our  institution. 
An  increase  in  the  number  as  well  as  in  the 
percentage  could  be  documented  in  white  and 
colored  patients  regardless  of  their  sex. 

Table  3 demonstrates  our  statistical  obser- 
vations. 


TABLE  3 

(Analysis  of  the  Incidence) 


No.  of  Acute 

No.  of 

Myocardial 

Medical 

Year 

Infarctions: 

Discharges: 

Percentage 

1947 

49 

1950 

2.5% 

1948 

45 

2078 

2.2% 

1949 

46 

2087 

2.2% 

1950 

75 

2007 

3.7% 

1951 

82 

2084 

3.9% 

1952 

81 

2066 

3.9% 

1953 

83 

2148 

3.9% 

1954 

83 

2113 

3.9% 

1955 

152 

2484 

6.1% 

1956 

147 

2296 

6.4% 

1957 

119 

2292 

5.2% 

1958 

142 

2324 

6.1% 

Mortality 

The  overall  mortality  in  our  study  group 
of  1104  patients  was  32.2%,  with  356  deaths 
and  748  survivors.  We  utilized,  for  a detailed 
evaluation  and  differentiation  of  the  mortality, 
Russek’s^^’'^’-^’^**'^'^  criteria  for  the  so-called 
“poor  risk  cases”  although  we  added  two  other 
criteria  which  we  think  have  equal  import- 
ance in  such  a classification  of  prognostic 
categories.  We  classified  our  patients  retro- 
spectively as  “poor  risk  cases”  according  to 
Gilchrist,'"  probably  the  only  allowable  way 
of  classification  when  there  was  evidence  of: 


1252  100.0% 

1055  84.3% 

49  3.9% 

148  11.8% 

1104  88.2% 
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1.  History  of  previous  myocardial  infarc- 
tion 

2.  History  of  intractable  pain 

3.  Extreme  degree  of  shock 

4.  Enlargement  of  the  heart 

5.  Gallop  rhythm 

6.  Congestive  heart  failure 

7.  Atrial  fibrillation,  atrial  flutter,  ventricu- 
lar tachycardia,  intraventricular  block 

8.  Diabetic  acidosis 

9.  Marked  obesty 

10.  Thrombophlebitis  past  or  present,  vari- 
cosities, previous  pulmonary  infarction 
or  embolism 

11.  Serum  transaminase  (SGOT)  higher 
than  200  units  or 

12.  If  myocardial  infarction  occurred  during 
or  shortly  after  a major  operation. 

Patients  were  considered  retrospectively , as  so-called 
“good  risk  cases”  when  there  was  absence  of  the 
above  outlined  criteria. 

Forty  per  cent  (422)  of  our  1104  patients 
were  classified  by  these  criteria  as  “good  risk 
cases,”  and  the  mortality  rate  in  this  group 
amounted  to  6.1%.  662  or  60%  of  our  series 
fulfilled  the  criteria  for  the  “poor  risk  group,” 
and  their  mortality  rate  totaled  49.7%. 

We  specifically  investigated  the  question 
if  the  above  obtained  mortality  rates  were 
characteristic  for  all  age  groups,  and  in  Table 
4 we  confirmed  our  observations,  in  this  re- 
gard, with  those  of  Russek  and  Zohman,^° 
whose  studies  deny  any  relationship  between 
age  and  mortality.  Russek’s  and  our  sample 
groups  are  about  the  same  in  size  as  well  as 
in  composition  and  therefore  ideal  for  com- 
parison. 

The  overall  mortality  rate  for  the  “good 
risk  group”  was,  in  Russek’s  and  Zoh- 
man’s  series,  only  3.1%,  while  our  mortality 
rate  for  the  “good  risk  group”  amounted  to 
6.1%.  The  overall  mortality  rate  for  the 
“poor  risk  group”  was  10.3%  lower  in  our 
study.  By  differentiating  between  patients 
under  60  years  of  age  and  those  above  60 
years,  again  following  Russek’s  and  Zohman’s 
classification,  we  were  able  to  demonstrate 
distinct  variations  of  the  mortality  rates  in 
the  “good  risk  group”  as  well  as  in  the  “poor 
risk  group.  ” We  were  therefore  unable  to 


substantiate  Russek’s  and  Zohman’s  conclus- 
ions, that  the  mortality  rate  in  patients  with 
acute  myocardial  infarction  is  not  dependent 
on  the  age  of  the  patient.  On  the  contrary, 
our  data  demonstrated  a distinct  relation  be- 
tween age  and  mortality  rates  in  the  “good 
risk”  and  “poor  risk”  groups.  The  difference 
in  the  findings  in  these  two  studies  made  a 
more  detailed  investigation  highly  desirable. 

TABLE  4 


RUSSEK’S  STUDY 
Analysis : 

Good 

Risks : 

Poor 

Risks : 

All  ages: 

1047 

489 

(46.7%) 

558 

(53.3%' 

Under  60  years: 

618 

331 

(53.6%) 

287 

(46.4%) 

60  or  above: 

429 

158 

(36.8%) 

271 

(63.2%) 

Mortality  rate: 

Good 

Risks : 

Poor 

Risks : 

All  ages: 

33.4% 

3.1% 

60.0% 

Under  60  years: 

28.8% 

3.0% 

58.5% 

60  or  above: 

40.1% 

3.2% 

61.6% 

OUR  STUDY: 
A nalysis : 

Good 

Risks : 

Poor 

Risks: 

All  ages: 

1104 

442 

(40.0%) 

662 

(60.0%) 

Under  60  years: 

549 

287 

(52.3%) 

262 

(47.7%) 

60  or  above: 

555 

155 

(27.9%) 

400 

(72.1%) 

Mortality  rate: 

Good 

Risks: 

Poor  Risks: 

All  ages: 

32.2% 

6.1% 

49.7% 

Under  60  years: 

22.8% 

5.2% 

41.6% 

60  or  above: 

43.7% 

7.7% 

55.0% 

For  this  purpose,  we  differentiated  not  only 
between  “good  risk”  and  “poor  risk”  patients, 
but  explored  the  influence  of  every  age  group, 
sex  and  race  as  well.  Tables  5,  6,  7 and  8 
present  in  detail  our  collected  data  in  this 
regard.  The  breakdown  in  many  categories 
diminished  the  size  of  the  samples,  therefore 
endangering  the  validity  of  the  expected  sta- 
tistical information.  In  white  males  and  fe- 
males between  the  ages  of  40  and  60,  the 
further  differentiation  between  “good  risk” 
and  “poor  risk”  groups  did  not  lead  to  any 
loss  of  statistical  validity.  The  data  of  Tables 
5,  6,  7 and  8 document  fairly  well  that  not 
only  clinical  criteria  have  an  influence  on  the 
mortality  rate,  but  age,  sex  and  race  as  well. 
The  highest  mortality  rate  was  encountered 
in  male  Negro  patients  with  20%  in  the 
“good  risk”  and  with  58.8%  in  the  “poor  risk” 
groups.  The  death  rate  for  white  females  was 
2.2%  higher  in  the  “good  risk”  and  2.9% 
higher  in  the  “poor  risk”  groups,  when  com- 
pared to  white  males.  Colored  females  fall- 
ing in  the  “poor  risk”  group  reached  a mor- 
tality rate  of  45.8%. 
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Omiting  the  clinical  classification  into 
“good  risk”  or  “poor  risk”  groups  and  differ- 
entiating only  between  race,  sex  and  age 
groups,  the  increase  of  the  death  rate  from 
decade  to  decade  could  be  demonstrated  very 
easily.  Table  8 illustrates  the  differences  be- 
tween age,  sex  and  race  in  regard  to  the  mor- 
tality. 

From  all  these  data,  we  drew  the  conclus- 
ion that  not  only  clinical  manifestations  but 
also  age,  sex  and  race  carry  important  weight 
in  the  prognosis  of  acute  myocardial  infarc- 
tion. 

The  effect  of  anticoagulari  therapy,  con- 
tributory factors,  clinical  s’gns  and  symptoms, 
and  the  course  of  the  illness  on  the  prognosis 
or  the  mortality  rate  of  acute  myocardial  in- 
farction, will  be  discussed  in  those  respective 
sections  of  this  report. 

Contributory  Factors:  Sex,  Race  And  Age 

There  were  801  men  (72.6%)  and  303 
women  (27.4%)  studied  in  this  series.  For 
the  purpose  of  a detailed  analysis,  all  male  and 
female  patients  were  classified  into  decades 
and  tabulated  exactly  the  same  way  that 
Wright"  did  in  his  series.  In  the  5th,  6th,  7th 


TABLE  5 

(Mortality  in  Relation  to  Sex  and  Race) 


A.  GOOD  RISK 

GROUP: 

No.  of 

Groups 

Patients 

Deaths 

Percentage 

White  Males: 

337 

18 

5.3% 

White  Females: 

85 

6 

7.1% 

Negro  Males: 

15. 

3 

20.0% 

Negro  Females: 

5 

B.  POOR  RISK 

GROUP: 

No.  of 

Groups 

Patients 

Deaths 

Percentage 

White  Males: 

415 

201 

48.4% 

White  Females: 

189 

97 

51.3% 

Negro  Males: 

34 

20 

58.8% 

Negro  Females: 

24 

11 

45.8% 

and  8th  decade  the  number  of  patients  was 
large  enough  for  a sound  statistical  evaluation. 
The  highest  incidence  for  both  sexes  combined 
occurred  in  the  60-69  age  group,  although  the 
incidence  in  the  50-59  age  group  reached 
about  the  same  level.  Utilizing  a different 
classification,  as  demonstrated  in  Tables  11 
and  12,  the  highest  incidence  of  myocardial 
infarction  in  both  sexes  combined,  occurred 
in  the  55-60  or  60-64  age  groups.  In  men 
the  peak  incidence  was  found  in  the  50-59 


TABLE  6 

MORTALITY  OF  GOOD  RISKS  IN  RELATION  TO  AGE,  SEX  AND  RACE 


AGE 

VffilTE  I.IALES 

VmiTE  PEf.rALES 

NEGRO  I4ALES  NEGRO  FEMALES 

ALT, 

!=TS.-Gorri  Risk 

Tot , 
No. 

Deaths 

Tot. 

No. 

Deaths 

of 

Tot, 

No. 

Deaths 

i 

Tot , ' 
No. 

Deaths 

< 

/o 

Tot. 

No. 

Deaths 

io 

30-39 

16 

X 

6.3 

3 

- 

- 

1 

- 

- 

- 

- 

20 

1 

5.0 

40-49 

100 

8 

8.0 

12 

1 

8.3 

5 

1 

20.0 

4 

- 

- 

121 

10 

8.3 

50-59 

119 

2 

1.7 

23 

1 

4.3 

4 

1 

25.0 

- 

- 

- 

146 

4 

2.7 

60-69 

80 

6 

7.5 

32 

2 

6.3 

.4 

- 

- 

1 

- 

- 

117 

8 

6.8 

70-79 

19 

- 

- 

13 

2 

15.4 

1 

1 

100.0 

- 

- 

33 

3 

9.1 

80-89 

3 

1 

33.3 

2 

- 

- 

- 

- 

- 

- 

- 

- 

5 

1 

2 0.0 

90-99 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Total 

337 

18 

5.3 

85 

6 

7.1 

15 

3 

20.0 

5 

- 

- 

442 

27 

6.1 
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TABLE  7 

MORTALITY  OF  POOR  RISKS  IN  RELATION  TO  AGE,  SEX  AND  RACE 


AGE 

'.'.HITE  LALES 

V.’HITK  FEI.:ALES 

NEGRO  I4ALES 

NEGRO  FEKALES^ 

ALL  PTS.-Poor  Risks 

Tot. 

No. 

Deaths 

% 

Tot. 

No. 

Deaths 

5^ 

Tot. 

No. 

Deaths 

% 

Tot . 
No. 

Deaths 

< 

Tot. 

No. 

Deaths 

% 

30-39 

12 

5 

41.7 

5 

1 

33.3 

- 

- 

- 

- 

- 

15 

6 

40.0 

40-49 

53 

21 

39.6 

5 

2 

40.0 

3 

1 

33.3 

9 

5 

55.5 

70 

29 

41.4 

50-59 

125 

52 

41.6 

33 

12 

36.4 

11 

6 

54.5 

8 

4 

50.0 

177 

74 

41.8 

60-69 

139 

64 

46.0 

73 

32 

43.8 

8 

5 

62.5 

4 

2 

50.0 

224 

103 

46.0 

70-79 

69 

46 

66.7 

52 

31 

59.6 

11 

7 

63.6 

3 

- 

- 

135 

84 

62.2 

80-89 

15 

11 

73.3 

20 

16 

80.0 

1 

1 

100. Q 

- 

- 

- 

36 

28 

77  .8 

90-99 

2 

2 

100.0 

3 

.3 

LOO.O 

- 

- 

“ 

- 

- 

5 

5 

100 .0 

Total 

415 

201 

48.4 

189 

97 

51.2 

34 

20 

58.8 

24 

11 

45.8 

662 

329 

49.7 

TABLE  8 

Analysis  of  mortality 
rates  in  relation  to  age, 
sex  and  race. 


AGE 

All  Cases 

White  males 

White  females 

Negro 

Females 

Negro 

Females 

30-39 

7 of  35 
20.0^ 

6 of  28 
21.4^ 

1 of  6 
16.7^ 

0 of  1 

0 of  0 

40-49 

39  of  191 
20.4^ 

29  of  153 
19 .0^ 

3 of  17 
17.65? 

2 of  8 
25.0^ 

5 of  13 
38.5^ 

50-59 

79  of  323 
24.5^ 

54  of  244 
22.1^ 

14  of  55 
25.5^ 

7 of  15 
46.75? 

4 of  8 
50.0^ 

60-69 

110  of  341 
32.2^ 

70  of  218 
32.1^ 

33  of  106 
31.1^ 

5 of  12 
41.75? 

2 of  5 
40.05? 

70-79 

87  of  168 
51.8^ 

46  of  88 
52.3^ 

33  of  65 
50.8^ 

8 of  12 
66.75? 

0 of  3 

80-89 

29  of  41 
70.7^ 

12  of  18 
66.7^ 

16  of  22 
72. 75? 

1 of  1 
100.0^ 

0 of  0 

90-99 

5 of  5 
100.0^ 

2 of  2 
100.0^ 

3 of  3 
100.0^ 

0 of  0 

0 of  0 

Overall 

356  of  1104 

219  of  752 

103  of  274 

23  of  49 

11  of  29 

Mortal- 

ity 

32.2^ 

29.1^ 

37,6^ 

46.95? 

37.9^ 
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TABLE  9 
OUR  STUDY 


Age  Group 

Number  of  Cases 

Percentage  of  Cases 

Percentage 
M&F  each 
Decade 

Sex  HatJ.  0 
No.  of  male 
per  female 

Borh  Sexes 

Male 

Female 

Both  Sexes 

Ma  1 e 

Female 

Ma  1 e 

Female 

20-29 

„ 

_ 

- 

- 

- 

_ 

30-39 

35 

29 

r 

3.2 

3.6 

2.0 

82.9 

■ 17.1 

4.5 

40-49 

191 

161 

3C 

17.3 

20.1 

9.9 

84.3 

15.7 

5.3 

50-59 

322 

259 

63 

29.2 

32.3 

20.8 

80.4 

19.6 

4,1 

60-69 

341 

230 

111 

39  .9 

28.7 

36.6 

67.4 

32.6 

2,0 

70-79 

168 

IOC 

68 

15.2 

12.5 

22.4 

59 .5 

40.5 

1,4 

80-69 

41 

19 

22 

3.7 

2.4 

•7.3 

46.3 

53.7 

0.8 

90-99 

6 

3 

•7 

0.5 

0.4 

1.0  . 

50.0 

50.0 

1.0 

Age  Unknown 

- 

- 

- 

- 

- 

- 

- 

- 

- 

All  Agea 

1104 

BCl 

303 

100. 0_ 

100.0 

100.0 

72.6 

27.4 

2.6. 

age  group,  and  in  women  in  the  60-69  age 
group,  substantiating  Wright’s"  findings.  The 
incidence  of  acute  myocardial  infarction  in 
males  declined  remarkably  after  the  age  64, 
as  documented  in  the  difference  of  the  occur- 
rence rate  between  the  55-64  and  65-74  age 
groups  where  a drop  of  17.5%  could  be 
elicited.  A marked  rise  in  the  incidence  of 
acute  myocardial  infarction  in  females  oc- 
curred after  the  age  of  64,  as  demonstrated  in 
tables  11  and  12.  Of  our  patients,  60.1% 
suffered  their  current  acute  myocardial  in- 
farction between  the  ages  of  50  to  69  years; 
73.7%  of  these  663  patients  were  men  and 
26.3%  were  women.  These  data  were  found 
to  be  slightly  below  the  figures  given  by 
Wright"  and  Mintz  in  their  series.  The  ratio 
of  men  to  women  of  all  ages  was  2.6:1  in  our 
study,  while  Wright’s"  figure  amounted  to 
3.3:1.  Again  by  the  use  of  different  tabula- 
tions, we  found  the  highest  sex-ratio  of  13.2:1 
in  the  40-44  age  group  (see  Table  12),  while 
in  the  35-44  age  group  the  ratio  was  8.7:1 
and  in  the  40-49  age  group  it  was  found  to  be 
5.3:1  (see  Table  10  and  11). 

Comparative  Incidence  In  Two  Sexes 

These  figures  indicated  that  the  difference 
in  the  incidence  of  acute  myocardial  infarc- 
tion between  the  two  sexes  was  most  pro- 
nounced in  the  40-44  age  group.  The  follow- 


ing decades  demonstrated  a distinct  fall  of 
the  ratio  from  13.2:1  to  3.8:1  over  the  years 
up  to  age  64.  Above  age  64  the  ratio  rapidly 
approaches  1:1  (see  Table  12).  Of  801  male 
patients,  752  or  93.9%  belonged  to  the  Cau- 
casian race,  while  49  or  6.1%  were  Negroes. 
Of  the  303  females  274  or  90.0%  were  white 
and  29  or  10.0%  were  Negroes.  Considering 
race  only,  we  studied  1026  or  93%  white  and 
78  or  7%  Negro  patients. 

Table  10  denotes  the  findings  and  data  of 
the  Wright"  study  which  serves  as  a good 
comparison  with  our  study,  since  the  size 
and  composition  of  their  patient  group  is  very 
similar  to  ours. 

Hypertension 

Of  our  series,  332  patients  (30.1%)  satis- 
fied the  criteria  for  hypertension,  either  by 
documented  history  or  by  previous  or  cur- 
rent examination  with  a diastolic  blood  pres- 
sure of  100  or  higher.  Of  these  332  patients, 
178  (53.6%)  were  white  males,  117  (35.2%) 
were  white  females,  22  (6.6%)  were  Negro 
males  and  15  (4.6%)  were  Negro  females. 
Considering  race  and  sex,  we  found  hyper- 
tension in  195  (88.9%)  white  patients,  in  37 
(11.1%)  Negro  patients,  in  200  (60.2%) 
males  and  in  132  (39.8%)  females.  95 

(28.6%)  belonged  to  the  “good  risk”  group 
and  237  (71.4%)  to  the  “poor  risk”  group. 
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TABLE  10 
WRIGHT’S  STUDY 


AGE  Group 

Number  of  Cases 

Percentage  of  Cases 

fercentage 
M&P  In 
each  decade 

Sex  Ratio 
No.  males 
per  fe- 
male 

Both  Sexes 

Male 

Femal e 

Both  Sexes 

Male 

Female 

Male 

Female 

20-29 

1 

1 

- 

0.1 

0.1 

- 

- 

- 

- 

30-39 

25 

24 

- 

2.4 

3.1 

0.4 

96.0 

4.0 

24.0 

40-49 

166 

145 

21 

16.1 

18.4 

8.7 

87.3 

12.7 

6.9 

50-59 

370 

313 

57 

35.9 

39.7 

23.6 

84.6 

15.4 

5.  5 

60-69 

305 

206 

99 

29.6 

26,1 

40,9 

67.5 

32.5 

2.1 

70-  79 

142 

90 

52 

13.8 

11.4 

21,5 

63.4 

36.6 

1.7 

80-89 

19 

9 

10 

1.8 

1.1 

4.1 

47.4 

52,6 

0.9 

90-99 

- 

- 

- 

- 

- 

" 

- 

- 

- 

Age  Unknown 

3 

i 

2 

0.3 

0.1 

0.8 

- 

- 

- 

All  Ages 

1031 

789 

242 

100.0 

100.0 

100.0 

76.5 

23.5 

3.3 

Average  Age 

59.3 

57.9 

63.9 

TABLE  11 
OUR  STUDY 


Age  Group 

Number  of  Cases 

Percentage  of  Cases 

t’ercentage 
M&F  i n 
each  decade 

Sex  Ratio 
No . of 
males  per 
f emale 

Both  Sexes 

Male 

Female 

Both  Sexes 

Male 

Female 

Male 

Female 

25-34 

9 

8 

1 

0.8 

1.0 

0.3 

88.9 

11.1 

8.0 

36t44 

97 

87 

10 

8.8 

10.9 

3.3 

89.7 

10.3 

8.7 

45-54 

266 

210 

D S 

24.1 

26.2 

18.5 

78.9 

21.1 

3.7 

55-64 

361 

285 

76 

32. 

35.6 

25,1 

78.9 

21.1 

3.  7 

65-74 

253 

145 

108 

22.9 

:s.i 

35.6 

57.5 

42.7 

1.3 

75-84 

100 

58 

42 

9.1 

7.2 

13.9 

58.0 

42.0 

1,3 

85-94 

18 

8 

10 

1 0 O 

1.0 

3.  3 

44.4 

55.6 

0.8 

95-99 

- 

- 

- 

- 

- 

- 

- 

- 

- 

Age  Unknown 

- 

- 

- 

_ 

All  Ages 

1104 

801 

303 

100,0 

100.0 

100.0 

72.6 

27«4 

i 

2.6 
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TABLE  12 

AGE  AND  PERCENTAGE  OF  CASES 


AGE  Group 

Number  of  Cases 

Percentage  of  Cases 

Percentage 
M&F  in  each 
Ape  Group 

Sex  Ratio 
No,  Males 
per 

female 

Both  Sexes 

Male 

Female 

Both  Sexes 

Male 

Female 

Male 

Female 

20-24 

— 

- 

- 

- 

- 

- 

— 

- 

- 

25-29 

— 

- 

- 

- 

— 

- 

— 

- 

- 

30-34 

9 

8 

1 

0.8 

1,0 

0.3 

88.9 

11.1 

8,0 

35-39 

26 

21 

5 

2.4 

2.6 

1,7 

80.8 

19.2 

4.2 

40-44 

71 

6 6 

5 

6.4 

8.2 

1 0 7 

93.0 

7.0 

13.2 

45-49 

120 

95 

25 

10,9 

11.9 

8,3 

79.2 

20.8 

3.6 

50-54 

146 

115 

31 

13,2 

14,4 

10.2 

78.8 

21.2 

3.7 

55-59 

176 

144 

32 

15.9 

13.0 

10.6 

81.8 

18.2 

4.5 

60-64 

185 

141 

44 

16.8 

17.6 

14 . 5 

76.2 

23.8 

3.2 

65-69 

156 

89 

67 

14.1 

11.1 

22.1 

57.1 

42.9 

1.2 

70-74 

87 

56 

41 

8.8 

7.0 

13.5 

57.7 

42.3 

1.3 

75-79 

71 

44 

27 

6.4 

5.5 

8.9 

62.  0 

38.0 

1.6 

80-84 

29 

14 

15 

2.6 

1.7 

5.0 

48.3 

51.7 

0.9 

85-89 

12 

5 

7 

1.1 

0.6 

2.3 

41.7 

52.3 

0.7 

90-04 

6 

3 

3 

0.5 

0.4 

1.0 

50.0 

50.0 

1.0 

All  Ages 

1104 

801 

303 

100.0 

100.0 

100,0 

72.6 

27.4 

2.6 

TABLE  13 

HYPERTENSION:  Our  Series  of  1104  Patients 


AGE 


M A L E S 


P E M A L E S 


Total 

Number 

CD 

Percent  with 

...•t'  B_  P.  . 

Total 

Number 

Number 
v;ith  ^ BP 

Percent  with 
'T  BP 

20-29 

30-39 

29 

7 

24.1 

6 

p 

33.3 

40-49 

161 

33 

20,4 

30 

14 

46.7 

50-59 

259 

71 

27,4 

63 

28 

44,4 

60-69 

230 

60 

26.1 

111  ■ 

50 

45,0 

70-79 

100 

24 

24.0 

65 

30 

44,1 

80-89 

19 

4 

21.1 

22 

8 

36,4 

90-99 

3 

1 

33.3 

3 

- 

- 

TOTAL 

801 

200 

25.0 

303 

132 

43.6 
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To  evaluate  the  incidence  of  hypertension 
associated  with  acute  myocardial  infarction 
the  number  of  hypertensive  patients  of  each 
race  and  sex  were  separated  and  the  percent- 
age in  proportion  to  the  total  number  of  myo- 
cardial infarctions  in  these  respective  groups 
was  computed.  The  incidence  of  hyperten- 
sion was  found  to  be:  for  white  males  23.7%, 
for  white  females  42.7%,  for  Negro  males 
44.9%,  for  Negro  females  51.7%,  for  white 
patients  28.8%,  for  Negro  patients  47.4% 
for  male  patients  25.0%,  and  for  female  pa- 
tients 43.6%.  This  clearly  shows  a predis- 
position of  the  female  sex  and  the  Negro 
race  for  acute  myocardial  infarction  associ- 
ated with  hypertension.  (Table  15) 

Relationship  Controversial 

Actually,  the  relationship  of  hypertension 
to  coronary  artery  sclerosis  and  to  acute  myo- 
cardial infarction  is  controversial  according 
to  the  various  opinions  noted  in  the  literature. 
Master^  revoked  his  original  conclusions  of  a 
true  relationship  between  these  two  entities. 
Sigler-  strictly  denied  any  connection  between 
hypertension  and  acute  myocardial  infarc- 
tion. More  recently,  Goldstein^  and  his  co- 
workers reviewed  Master’s  conclusions  and  by 
using  Master’s,  Sigler’s  and  their  own  data 


proved  the  markedly  higher  incidence  of  hy- 
pertension among  patients  with  acute  myo- 
cardial infarction  than  in  any  sample  of  the 
general  population.  These  authors  discovered 
hypertension  associated  with  acute  myocardial 
infarction  in  a group  of  collected  patients  in 
23.7%  of  their  male  and  in  57.0%  of  their 
female  patients,  while  in  a sample  of  the 
general  population  the  incidence  amounted 
only  to  5.0%.  The  incidence  of  preexisting 
hypertension  in  patients  who  had  suffered  an 
acute  myocardial  infarction  fluctuates  between 
30  and  90%  in  the  literature  (see  Table  16). 
This  difference  may  be  partially  explained  by 
the  use  of  different  criteria  for  the  diagnosis 
of  hypertension  and  by  the  difficulties  in  the 
verification  of  preexisting  hypertension.  The 
study  groups  differed  greatly  in  size,  which 
may  have  influenced  the  deviation  in  the 
statistical  information  as  shown  in  Table  16. 
For  a complete  analysis  of  our  material,  we 
separated  male  and  female  patients  into  dec- 
ades, as  Goldstein'  did  in  his  series.  There- 
fore, we  were  able  to  compare  both  studies 
adequately,  although  the  criteria  for  the  diag- 
nosis of  hypertension  differed  somewhat  in 
each  study. 

Comparison  of  our  data  with  Goldstein’s' 


TABLE  14 

HYPERTENSION:  Series  of  Master  and  Sigler  and  Pennsylvania 
Hospital  (Goldstein)  (1960  Collected  Patients) 


MALES 

P E M A L E S 

AGE 

Total 

Number 

Percent  with 

Total 

Number 

Percent  with 

Number 

v;it-h4--  BP 

BP 

\ Number 

with  ■t''  BP 

'!>  BP 

20-29 

5 

= 

- 

- 

30-39 

95 

16 

16o8 

9 

5 

55,5 

40-49 

454 

99 

21,8 

57 

28 

49,1 

50-59 

654 

157 

24,0 

134 

84 

62,7 

60-69 

293 

80 

27,3 

132 

84 

63,6 

70-79 

60 

22 

27.5 

47 

1 5 

31,9 

80-89 

" 

- 

- 

- 

- 

- 

TOTAL 

1581 

374 

23,7 

379 

216 

57.0 
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GROUPS 

Total  Number 

Number  with 
BP 

Percent  with 
'D  BP 

White 

Males 

732 

178 

23.7 

Vi'h  it  e 

Females 

274 

117 

42.7 

Negro 

Males 

49 

22 

44.9 

Negro 

Females 

29 

15 

51.7 

White 

Patients 

1026 

295 

28.8 

Negro 

Patients 

78 

37 

47.4 

Mala  Patients 

801 

200 

25.0 

Female  Patients 

■ 303 

132 

43.6 

Mortality  of  Hypertensive  Patients  in  Comparison  to  Overall 
Mortality  of  Non-Hypertensive  Patients 


TABLE  15 

Analysis  of  Hyperten- 
sive patients  by  Sex 
and  Race. 


GROUPS 

Total 

Number  of 

Percent  of 

Overall 

Nort- 

Number 

Deaths 

Deaths 

Mortality 

Hypertens Ive 

Jll  Patients 

332 

110 

33.1 

32.2 

31.8 

White  Males 

178 

56 

31.4 

29.1 

28 .4 

V/hite  Females 

117 

39 

33.3 

37.6 

40.7 

Negro  Males 

22 

8 

36.3 

46.9 

55.5 

Negro  .Females 

15 

6 

40.0 

37,9 

35.7 

W'hite  Patients 

29  5 

95 

35.6 

31,3 

20.1 

Negro  Patients 

37 

14 

37.8 

43.6 

48.8 

Male  Patients 

200 

64 

32.0 

40.5 

26.3 

Female  Patients 

132 

45 

34.1 

37.6 

40.3 

Good  Risks 

95 

3 

3.2 

6.1 

. 5,4 

Poor  Risks 

237 

107 

45.1 

49.7 

51.7 

figures  revealed  an  almost  identical  percentage 
in  the  incidence  of  preexisting  hypertension 
associated  with  acute  myocardial  infarction 
among  male  patients  in  the  age  groups  where 
the  samplings  were  large  enough  to  permit  a 
statistical  evaluation.  Our  series  showed  a 
25.0%  total  among  males  and  Goldstein’s^ 
series  demonstrated  a total  of  23.7%  (Tables 
13  and  14).  The  percentages  in  females  fluc- 
tuated between  33.3% -46.7%  in  the  most 
important  decades  of  our  study  and  between 
31.9%  and  63.6%  in  Goldstein’s^  collected 
studies.  As  indicated  in  tables  13  and  14, 
the  total  percentages  in  females  differed  by 
approximately  13%;  our  group  totaled  43.6% 
and  theirs  57%. 


By  this  detailed  analysis  we  substantiated 
again  our  initial  impression  that  the  associa- 
tion of  hypertension  with  acute  myocardial 
infarction  is  definitely  greater  in  females. 

Number  Of  Negro  Patients  Small 

The  influence  of  different  races  on  the  in- 
cidence of  hypertension  associated  with  myo- 
cardial infarction  in  different  age  groups  could 
not  be  investigated  because  the  number  of 
Negro  patients  was  too  small  for  such  a sta- 
tistical analysis.  The  overall  mortality  rate 
of  332  patients  with  acute  myocardial  infarc- 
tion preceded  by  hypertension  amounted  to 
33.1%.  Table  15  illustrates  the  attempt  to 
draw  conclusions  from  an  analysis  of  the  mor- 
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TABLE  16 
HYPERTENSION 


AUTHORS 

Number  of 
Patients : 

Minimum  Criteria 
for  Hypertension 

Percentage  of  Patients 
with  elevar.ed  BP 

Levine  and 
Brovin 

145 

160/100 

40. C 

Conner  and 
Holt 

274 

..  - 

33.9 

Allan 

140 

73.0 

Palmer 

212 

73.0 

Master,  Dock 
Jaffe 

500 

150/90 

Hen:  56% 

62.4  V'/omen:  80^ 

Master  et  al. 

538 

— 

69.0 

Gross  and 
Engelberg 

100 

90.0 

Rathe 

274 

.... 

63.0 

Chambers 

100 

-- 

74.0 

Doscher  and 
Poindexter 

414 

Diastolic  pressure 
100  or  more 

36.7 

M i nt z and 
Katz 

572 

Diastolic  pressure 
over  90 

35.9 

Wright,  Marple 
and  Beck 

1031 

Systolic  150  or  higher 
Diastolic  100  or  mere 

45.0 

Conrad  and 
Rothermich 

623 

Diastolic  pressure 
9 5 or  more 

41.2 

Malaoh  and 
Rosenberg 

264 

150/90  oi>  higher 

37.0 

Master 

500  males 
100  females 

•- 

27.2 

71.0 

lur  Series 

1104 

Diastolic  pressure 
100  or  more 

30.1 

tality  rates  among  hypertensive  patients  of 
different  sexes,  races  and  prognostic  groups. 
It  was  impossible  to  discover  any  proving 
or  disproving  facts  which  indicated  that  pre- 
existing hypertension  influenced  the  mortality 
rate  of  acute  myocardial  infarction. 

Previous  Myocardial  Infarction 

Of  our  series,  268  patients  (24.3%)  had 
previously  suffered  an  acute  myocardial  in- 
farction; 133  of  these  patients  died  during 
their  current  attack  of  acute  myocardial  in- 
farction, indicating  a mortality  rate  of  46.3% 
for  this  group.  This  figure  is  identical  with 
the  death  rate  for  the  “poor  risk”  group. 

Angina  Pectoris 

Angina  pectoris,  either  as  a long  standing 
or  as  a temporary  symptom,  could  be  elicited 
from  our  records  in  514  cases  (46.6%).  The 


mortality  rate  for  this  group  totaled  31.1%. 
We  are  uncertain  of  the  recorded  histories,  in 
enough  of  the  cases,  to  doubt  the  validity  of 
this  figure. 

Myxedema 

Myxedema,  as  a contributory  factor,  was 
diagnosed  in  two  patients  by  the  presence 
of  the  classical  signs  and  symptoms  of  this 
entity. 

Hypercholesterolemia 

The  data  obtained  from  the  records  concern- 
ing hypercholesterolemia  were  too  inconsistent 
for  a precise  statistical  analysis.  In  the  1104 
patients  of  our  series,  only  327  patients 
(29.6%)  had  cholesterol  determinations.  In 
218  of  the  327  cases  studied,  hypercholestero- 
lemia was  encountered,  considering  a level  of 
270  mgm%  as  the  upper  limits  of  normal. 
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This  would  indicate  an  occurrence  rate  for 
hypercholesterolemia  of  66.6%.  109  of  the 

cases  studied  demonstrated  a cholesterol  level 
above  278  mgm%. 

Diabetes  Mellitus 

Of  the  total  of  1104  patients  with  the  diag- 
nosis of  acute  myocardial  infarction,  diabetes 
mellitus,  as  a contributory  factor,  could  be 
elicited  from  the  records  in  116  cases  or 
10.5%.  Of  these,  55  were  white  males  (47.4%), 
54  were  white  females  (46.6%),  2 were  Negro 
males  (1.7%),  and  5 were  Negro  females 
(4.3%). 

The  incidence  of  diabetes  mellitus  associ- 
ated with  acute  myocardial  infarction  varied 
a great  deal  in  the  different  sex  and  race 
groups.  The  rate  of  occurrence  in  white  males 
totaled  7.3%,  in  white  females  19.7%,  in 
Negro  males  4.1%,  and  in  Negro  females 
17.2%.  The  incidence  of  diabetes  mellitus 
among  patients  with  acute  myocardial  infarc- 
tion as  compared  to  10.5%  in  our  study  group, 
was  11.0%  in  Wright’s"  series,  14.5%  in 
Conrad’s  group,  14.0%  in  Achor’s"  study. 


while  Malach  and  Rosenber-^  elicited  a rate 
of  36.0%  in  patients  admitted  to  a city  hos- 
pital. 

All  of  the  patients  with  diabetes  mellitus 
were  grouped  according  to  sex  and  age,  re- 
vealing an  almost  even  distribution  of  the 
occurrence  rate  in  the  3 decades:  50-59,  6- 
69,  70-79.  This  was  found  true  for  both 
sexes.  Fifteen  patients  could  be  classified  as 
“good  risk”  and  101  patients  as  “poor  risk” 
cases;  53  patients  out  of  116  died  during  hos- 
pitalization, indicating  an  overall  mortality 
rate  of  45.7%.  The  death  rate  for  the  “good 
risk”  group  was  6.7%  and  for  the  “poor  risk” 
group  was  51.5%. 

Again  differentiating  between  sex  groups, 
we  found  a mortality  rate  of  45.5%  for  white 
males,  while  the  rate  for  white  females  was 
46.3%.  Comparison  of  these  figures  with  the 
overall  mortality  rates  of  the  different  sex 
groups  in  the  entire  series  substantiated  the 
fact:  namely,  that  diabetes  mellitus  worsened 
the  prognosis  of  acute  myocardial  infarction 
by  10-15%. 


INCIDENCE 

Total 

Number 

Percent 

Total 

Number 

Percent 

Mortality  Rate 

White  males 

55 

4'7.4 

752 

7.3 

45.5 

White  females 

54 

46,6 

274 

19.7 

46.3 

Negro  Males 

2 

1 ,v 

49 

4.1 

50.0 

Negro  Females 

5 

4.3 

29 

17.2 

40.0 

Total 

116 

1104 

10.5 

45.7 

Number  of  Cases  Percent 


Male 

Female 

All  Sexes 

Male 

Female 

All  Sexes 

20-29 

- 

- 

- 

- 

- 

- 

30-39 

- 

2 

8.6 

0.4 

1.8 

40-49 

5 

5 

10 

8.5 

8.6 

50-59 

19 

15 

34 

33.3 

25.4 

29.3 

TABLE  17 

60-69 

20 

20 

40 

35.0 

35.8 

34.5 

70-79 

11 

15 

26 

19.3 

25.5 

22.3 

DIABETES 

80-89 

2 

2 

4 

3,6 

3.4 

3.5 

MELLITUS 

90-9  9 

- 

- 

- 

" 

- 

Table  17  summarizes 

Good  Risks 
Poor  Risks 

15 

101 

Cases: 
Cases : 

12.9fc 

37.1^ 

Mortality:  6.7^ 

Mortality:  51.5^ 

the  above  data. 
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Part  II  of  this  article  will  appear  in  the  August  issue 
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CODEINE  VS  CARAMIPHEN  IN  COUGH 
CONTROL 


* “I’m  allergic  to  codeine,’’  is  a statement  heard 
daily  in  the  physician’s  office.  It  is  questionable 
how  many  of  these  statements  are  based  on  true 
drug  intolerance,  but  nevertheless,  the  physician 
is  constantly  looking  for  a satisfactory  substitute 
for  codeine  in  cough  control. 


Joseph  Click,  M.D. 


Among  the  newer  non-narcotic  agents  for 
cough  control  in  upper  respiratory  tract  in- 
fections is  a combination  product  containing 
the  antitussive,  caramiphen  ethanedisulfon- 
ate.  Its  use  to  inhibit  the  cough  reflex  in 
animals  was  first  demonstrated  by  Toner  and 
Macko.’  Subsequent  clinical  studies^-^  have 
confirmed  the  drug’s  uesfulness  in  cough. 
Recently,  the  drug  has  been  combined  with 
a decongestant,  anticholinergic,  and  antihis- 
tamine to  augment  its  antitussive  capability 
in  coughs  due  to  colds.  Therefore,  to  assess 
this  antitussive  combination,*  I selected 
twenty-four  patients  with  pronounced  cough- 
ing, usually  in  association  with  coryza,  watery 
eyes,  sneezing,  headache,  and  the  general  dis- 
comfort of  a “bad”  cold.  These  patients  had, 
before  coming  to  me,  been  treating  them- 
selves for  several  days  or  more  with  various 
remedies,  but  to  no  avail.  Their  coughs  had 
become  unproductive-  irritating,  and  at  times, 
exhausting.  After  their  examination,  these 
patients  were  given  an  envelope  containing 
either  a codeine  (V4  grain) -APC  combina- 
tion or  the  caramiphen  combination  by  my 
nurse.  The  envelopes  were  numbered  serially 
to  code  the  drug  inside  it.  Dosage  instruc- 
tions were  on  the  envelope:  codeine-APC  was 


Dr.  Click  is  Assistant  in  General  Practice,  Delaware  Hospital. 
Wilmington. 


*Each  capsule  contains  20  mg.  of  caramiphen  ethanedisulfonate.  8 rng. 
of  chlorpheniramine  maleate  and  50  mg.  of  phenylpropanolamine 
hydrochloride,  and  2.5  mg.  of  isopropamide  iodide,  as  Tuss-Ornade 
Spansule  Capsule. 


to  be  taken  four  times  a day;  caramiphen, 
twice  a day  because  it  was  in  a long-acting 
form.  Stapled  to  the  envelope  was  a 3”x5” 
card  that  the  patient  was  asked  to  complete 
and  return  at  the  next  visit  three  days  later. 

Relief  Ratings 

Patients  were  asked  to  rate  relief  0,  1,  2,  3; 
0 meant  “no  relief  or  worse;”  1 meant  “slight 
relief,”  and  so  on.  Only  ratings  of  2 or  3 
were  considered  to  be  satisfactory  relief.  On 
reexamination  of  the  patients,  I rated  response 
to  codeine  “satisfactory”  in  7 out  of  12  pa- 
tients and  to  caramiphen  “satisfactory”  in 
8 of  12  without  knowing  which  antitussive 
they  had  been  taking.  Coincidentally,  7 of 
the  12  codeine  patients  and  9 of  the  12  cara- 
miphen patients  rated  the  drug  satisfactory. 
Drowsiness  (4),  nausea  (3),  dry  throat  (1), 
and  dizziness  (1)  were  reported  with  codeine; 
dry  throat  (1)  and  drowsiness  (1)  with  cara- 
miphen. However,  side  effects  caused  no  one 
to  discontinue  treatment.  In  summary,  then, 
the  codeine  and  the  caramiphen  combinations 
proved  equally  effective  for  controlling  pro- 
nounced cough  due  to  colds,  but  codeine 
caused  more  side  effects. 
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THE  DENTAL  PROFESSION 


Formulas  for  toothache  relief  have  been 
found  written  on  Egyptian  Papyrus  dating 
back  to  3600  B.C.  There  is  a museum  in  Italy 
with  an  exhibit  of  splints  and  bands  of  gold 
— thought  to  be  Etruscan  in  origin — which 
were  used  to  hold  loose  teeth  in  place  or  to 
retain  one  or  more  artificial  teeth. 

It  has  often  been  said,  but  not  proven,  that 
ancient  Egyptians  filled  cavaties,  caused  by 
dental  caries,  with  gold.  It  is  not  known 
to  what  extent  technical  dentistry  was  used 
and  developed  in  the  earlier  civilization,  but 
in  any  event,  the  knowledge  of  the  art  was 
lost  and  only  revived  in  comparatively  recent 
times. 

Extractions  were  practiced  by  primitive 
people  and  by  equally  primitive  methods. 
Tooth  extractions  by  members  of  the  Barber’s 
Guild  were  common  for  centuries. 

A primitive  method  preserved  and  prac- 
ticed among  southern  mountain  white  people 
in  our  country  was  “to  jump”  or  “knock  out” 
teeth  with  a hammer  and  a wrought  iron  nail. 

The  writer  during  his  residency  was  per- 
suaded by  a fellow  Dental  Resident  in  Oral 
Surgery  to  permit  him  to  try  to  remove  an 
impacted  molar.  After  a considerable  strug- 
gle, the  patient  insisted  that  the  project  be 
abandoned.  When  the  resulting  trismus  had 
subsided  sufficiently  to  permit  the  patient  to 
open  his  mouth,  the  impaction  was  removed 
by  Dr.  Sterling  Mead,  an  excellent  oral  sur- 
geon, who  was  chief  of  the  service.  Dr.  Mead 
used  an  elevator;  and,  to  the  uninitiated,  the 
instrument  and  the  technique  used  would 
seem  to  have  evolved  from  the  “hammer  and 
wrought  iron  nail  era.”  However,  the  instru- 
ment in  Dr.  Mead’s  hands  “knocked”  or 
“jumped  out”  the  impacted  molar  with  a 
twist  of  his  wrist. 

The  first  Dental  School  in  America  was 
founded  in  Baltimore,  Maryland,  in  1839; 


and  a few  years  later,  the  Ohio  College  of 
Dental  Surgery  opened,  and  the  concept  of 
the  Dentist  entirely  changed.  Extractions 
were  performed  only  in  cases  of  necessity 
where  teeth  has  been  so  neglected  that  treat- 
ment could  have  been  of  no  benefit;  or  in  in- 
stances where  abscessed  teeth  were  thought 
to  have  been  responsible  for  lesions  elsewhere 
in  the  body. 

The  progress  made  in  dental  practice  has 
been  most  marked  since  1910.  This  was  due 
to  the  introduction  of  x-ray  about  that  time, 
together  with  the  emphasis  placed  on  dental 
caries,  abscessed  teeth,  and  poor  oral  hygiene 
as  etiological  factors  in  causing  diseases  affect- 
ing other  parts  of  the  body. 

Progress  in  Dentistry  and  Oral  Surgery 
would  not  have  been  possible  without  the 
help  of  anesthesia.  The  terror  of  the  dental 
chair  disappeared  to  a great  extent  and  per- 
mitted procedures  that  were  painless  or  nearly 
so. 

Few  men  in  history  more  clearly  illustrate 
the  inseparable  relationship  of  dentistry  and 
medicine  than  Dr.  William  Morton,  D.D.S.,  of 
Boston,  and  Dr.  Truman  Brophy,  D.D.S., 
M.D.,  of  Chicago.  Dr.  Morton  was  the  first 
to  demonstrate  before  the  public  that  ether 
could  be  used  for  all  operations,  even  though 
the  anesthetic  was  first  discovered  and  used 
as  such  by  the  surgeon,  Crawford  Long. 

Oral  Surgery  developed  before  1900  but 
was  not  widely  recognized  until  World  War  I 
when  valuable  experience  was  gained  from 
treating  the  mutilating  injuries  of  the  mouth 
and  jaw  that  soldiers  sustained  in  that  conflict. 
Dr.  Brophy,  although  a surgeon,  was  pre-emin- 
ently a dentist  by  vocation  and  by  activities. 
He  was  the  originator  of  the  operations  for 
cleft  palate  and  hare  lip  which  are  considered 
basic  and  standard  even  today.  By  clearly 
following  his  teachings  and  by  studying  his 
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superb  techniques,  surgeons,  especially  oral 
surgeons,  are  now  obtaining  gratifying  results 
in  almost  every  large  city  in  the  United 
States. 

The  modern  dentist  goes  farther  and  deals 
with  vital  issues.  Specialization  in  the  prac- 
tice of  dentistry  has  become  increasingly 
more  common.  Many  dentists  limit  their 
practice  to  distinct  parts  of  the  field;  such  as 
Oral  Surgery,  Orthodontia,  Prosthetics,  Chil- 
drens’ Dentistry,  and  General  Dentistry. 

Toothache  is  no  longer  an  absolute  indica- 
tion for  extraction.  Careful  treatment  may  re- 
lieve the  pain,  a cavity  may  he  filled — and  in 
decay  has  produced  exposure  of  a nerve,  the 
nerve  may  be  removed  and  the  root  canal 
filled,  followed  by  filling  of  the  cavity.  X-rays 
of  the  teeth  are  usually  made  before  any 
treatment  is  begun — and  scaling  of  tartar  is 
performed  to  aid  the  life  of  teeth  and  prevent 
pyorrhea. 

Pediatric  dentistry  is  largerly  preventive. 
Examination  of  young  children  is  encouraged, 
regularly,  so  that  deciduous  teeth  may  be 
maintained  in  a healthy  condition  by  ap- 
propriate treatments  until  permanent  teeth 
have  completely  erupted.  Fluoridation  of 
drinking  water  is  recommended  as  a preven- 
tive measure  against  dental  caries;  and  more 
recently  fluoride  has  been  added  to  prenatal 
vitamins  and  mineral  supplements  for  expect- 
ant mothers.  In  this  last  particular,  some  re- 
searchers question  the  value  to  be  obtained 
from  the  dosage  recommended  for  the  pre- 
natal tablet  or  capsule.  Of  much  more  import- 
ance is  a tooth-building  diet  for  the  mother 
before  the  birth  of  her  baby.  The  child,  whose 
mother  has  had  proper  amounts  of  milk,  leafy 
vegetables,  fresh  fruit,  butter,  eggs,  and  whole 
grain  cereals,  is  quite  likely  to  have  strong 
teeth  without  supplementation  to  the  mother’s 
diet. 

It  is  a commonly  held  view  that  teeth  are 
more  vulnerable  to  dental  caries  during  preg- 
nancy; however,  there  is  reliable  evidence  to 
refute  this  contention.  In  fact,  the  teeth  are 
not  demineralized  during  this  period  more  so 
than  at  any  other  period  of  life.  The  gingiva 
becomes  soft  and  hypertrophic  and  may  bleed 


readily  from  slight  trauma.  It  is  essential 
that  dental  caries  and  apical  abscesses  be  rec- 
ognized and  treated  promptly.  The  expectant 
mother  who  is  edentulous,  or  nearly  so,  should 
have  well-fitting  dentures  to  properly  masti- 
cate essential  foods.  The  presence  of  preg- 
nancy is  no  contraindication  to  the  perform- 
ance of  dental  procedures.  Ideally,  the  teeth 
should  be  checked  and  scaled  twice  during 
pregnancy. 

It  is  so  disconcerting  to  physicians  working 
with  indigent  patients  in  obstetrical  clinics 
and  other  hospital  clinics  that  the  only  dental 
service  available  to  these  individuals  and 
others  in  low  income  brackets  is  ex- 
traction. In  pediatric  clinics  for  the  children 
of  those  who  cannot  afford  private  care,  ortho- 
dontic treatment  for  malocclusions  is  not 
available — simply  because  the  treatment  has 
to  be  carried  out  over  a long  period  of  time, 
and  the  parents  of  these  children  cannot  af- 
ford the  fees.  Much  could  also  be  accom- 
plished in  preventing  dental  troubles  if  these 
same  low  income  groups  could  have  access 
to  clinics  where  pediatric  dentistry  would  be 
available  to  these  children  as  a preventive 
measure.  It  would  he  a terrific  boon  for 
better  public  relations  if  these  dental  services 
could  be  made  available  to  all  who  need  them. 

Proper  dental  hygiene  is  most  significant 
in  cancer  prevention.  Cancer  is  seldom  seen 
in  a clean  healthy  mouth.  The  common  pre- 
cancerous  conditions  are  white  patches,  be- 
nign warts  and  ulcers  produced  by  jagged 
projecting  teeth.  Other  common  irritating 
factors  are  tobacco  in  all  of  its  forms,  pyorrhea, 
and  ill-fitting  dentures.  Physicians,  dentists, 
and  patients  should  never  ignore  even  the 
most  slow-growing,  innocent-looking  sore  or 
lump.  Failure  of  a small  lump  or  ulcer  to 
disappear  in  three  or  four  weeks  demands  its 
complete  removal  with  a wide  margin  of 
healthy  tissue  as  well.  When  dentists  be- 
come sufficiently  alert  and  the  public  cancer 
conscious,  especially  as  regards  cancer  of  the 
mouth,  when  physicians  become  equally  co- 
operative and  analytical — cancer  of  the  mouth 
will  probably  disappear.  In  cancer,  as  in 
other  diseases  of  the  oral  cavity,  there  is  no 
sharp  dividing  line  between  medicine  and 
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dentistry.  Fractures  of  the  jaw  long  ago 
passed  from  the  hands  of  the  general  surgeon 
and  were  completely  assigned  to  the  dental 
surgeon.  Correction  of  cleft  palate  and  hare 
lip  are  best  accomplished  by  the  combined 
effort  of  members  of  both  professions;  and  in 
the  successful  treatment  of  oral  cancer,  the 
services  of  a capable  dentist  is  indispensable. 

About  one  hundred  years  ago,  an  enlight- 
ened and  modern  concept  of  the  dental  pro- 
fession was  expressed  by  0!iver  Wendell 
Holmes,  who  credited  dentistry  with  establish- 
ing and  prolonging  the  reign  of  beauty.  The 
dental  profession,  he  said,  has  lent,  perfection 
to  the  strains  of  eloquence  and  has  taken 
from  old  age  its  most  unwelcome  feature. 

Doctors  and  dentists  have  become  co-mas- 
ters of  diseases  of  the  mouth.  The  dentist  is 
concerned  not  only  with  sound  teeth,  but  with 


sound  health.  He  contributes  not  only  to  the 
beauty,  but  also  to  the  happiness  of  man. 
Hand  in  hand  with  the  physician,  he  mitigates 
and  heals  the  afflictions  of  our  race. 

On  the  occasion  of  the  centennial  celebra- 
tion of  the  founding  of  the  Delaware  State 
Dental  Society,  the  Medical  Society  of  Del- 
aware offers  its  heartiest  congratulations  to 
the  members  of  the  Dental  Society  for  the 
achievements  of  dentistry  in  the  past  one 
hundred  years  and  for  their  dedicated  service 
to  the  people  of  Delaware.  In  the  war  against 
disease,  may  the  professions  of  Medicine  and 
Dentistry,  in  this,  the  First  State,  be  looked 
on  as  twin  brothers,  working  with  like  impetus 
and  sincerity  toward  the  same  objective — 
“The  best  total  patient  care  for  all  of  the 
citizens  of  this  great  State.” 

Williard  F.  Preston,  M.D. 


RUSSIAN  MEDICINE  IN  A CAPSULE 

The  Medicine-U.S.A.  exhibit  shown  in  three  of  Russia’s  cities — Moscow,  Keiv 
and  Leningrad — for  three  weeks  each,  elicited  friendly  curiosity  from  people 
waiting  in  line  from  three  to  four  hours  to  be  admitted,  according  to  medical 
director,  Patrick  B.  Storey,  M.D.,  of  Baltimore.  The  exhibit  included  a fully- 
equipped  operating  room,  a typical  practicing  physician’s  office,  a dentist’s 
office,  a completely  appointed  semi-private  hospital  room  and  a fully  stocked 
replica  of  a typical  American  drug  store.  Adverse  reaction  was  also  encountered 
with  criticism  by  the  Soviet  press.  Propaganda  stated  that  the  exhibit  did  not 
present  a true  picture  of  medical  care  in  the  United  States  where  it  was  available 
only  to  the  rich  and  not  to  the  American  worker. 

Russian  medical  care  organized  under  regional  and  district  bases  might  be 
likened  to  a public  utility  service  in  this  country.  If  a citizen  needs  police 
help  he  dials  01  on  the  telephone;  in  case  of  fire  02;  and  if  he  needs  medical 
help,  03. 

The  public  pay  telephones  are  equipped  with  a button  which  the  citizen  is 
authorized  to  use  when  he  is  calling  for  public  service — avoiding  a coin  deposit. 
The  rapid  medical-care  limousine — staffed  with  a physician — is  then  dispatched 
in  response  to  a call  for  help.  The  patient  is  treated  at  home,  in  the  limousine 
or  taken  to  a hospital  according  to  his  ailment. 

The  USSR  medical  student  must  devote  a considerable  part  of  his  time  to  a 
continuation  of  the  study  of  languages  and  the  study  of  Marxist  philosphy  and 
economic  theory.  The  graduating  student  must  take  five  state  examinations; 
Marxist  philosophy,  internal  medicine,  surgery,  obstetrics-gynecology  and 
hygiene. 

Seventy-five  percent  of  the  practicing  physicians  in  Russia  are  women.  Dr. 
Storey  believed  a shift  in  this  figure  is  imminent  because  55%  of  the  students 
in  medical  institutes  today  are  now  men.  Medical  education  in  Russia  is  free, 
with  the  state  providing  funds  for  the  operation  of  the  medical  education 
system  under  the  direction  of  the  Ministry  of  Health  and  the  Ministry  of  Higher 
Education.  Competition  for  entry  into  schools  is  stiff.  The  New  Physician 
{April  Issue) 
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AAGP  INSURANCE 


Insurance  occupies  a large  percentage  of 
individual  budgets  where  most  of  us  are 
concerned.  To  get  the  biggest  bang  for  the 
least  expenditure  can  aptly  be  an  insurance 
goal  as  well  as  a defense  department  goal. 
One  big  advantage  of  belonging  to  the  Ameri- 
can Academy  of  General  Practice  is  the  op- 
portunity of  purchasing  group  insurance  at 
a rate  far  below  that  available  on  an  indi- 
vidual basis.  Since  each  person’s  insurance 
needs  are  different,  each  one  must  consider 
how  much  he  should  buy  through  individual 
plans  and  how  much  is  it  wiser  and  more 
economical  to  buy  through  group  plans. 

The  plans  available  to  members  of  the 
A.A.G.P.  are: 

1.  Disability  Income  Plan 

This  plan  pays  weekly  benefits  for  acci- 
dent from  first  day  up  to  a life-time  for 
total  disability  and  from  first  day  to  six 
weeks  for  partial  disability.  For  sickness 
it  pays  total  disability  from  first  day  to 
five  years.  It  also  has  a hospitalization 
benefit,  a medical  expense  benefit  for 
non-disabling  injuries  and  a Principle  Sum 
benefit  for  dismemberment,  etc. 

2.  Family  Plan  for  Catastrophic  Hospital 
and  Nurse  Expense 

This  pays  all  expenses  in  excess  of  $300 
which  are  incurred  within  two  years  fol- 
lowing an  accident  or  illness  up  to  a 
maximum  of  $10,000  for  any  one  accident 
or  sickness.  It  covers  the  member,  wife 
and  unmarried  children  under  21  years. 

3.  Practice  Overhead  Insurance 

It  helps  your  routine  office  expenses  when 
you  are  disabled.  You  must  be  totally 
disabled  for  one  month,  and  then  you 
receive  the  actual  amount  of  your  monthly 
expenses  retroactive  to  the  first  day  of 
disability. 

4.  Supplemental  Income  Insurance 


Coverage  begins  thirty  days  after  dis- 
ability from  sickness  or  accident  and  con- 
tinues through  the  following  two  years. 
Recently  an  optional  life-time  benefits 
rider  has  been  added. 

5.  Accidental  Death  and  Dismemberment 
Insurance 

Full  principle  sum  is  paid  for  loss  of  (a) 
life,  (b)  sight  of  one  or  both  eyes,  (c)  one 
or  more  limbs.  You  may  select  from 
$25,000  to  $250,000  principle  sum. 

6.  Term  Life  Insurance 

7.  Retirement  Plan 

A combination  of  mutual  funds  and  an 
annuity  which  is  tailored  to  meet  the 
Keogh  Act  of  1962. 

Of  all  disabilities,  99.99%  are  terminated 
within  two  years.  Accidental  injury  is  the 
first  cause  of  death  up  to  age  45  and  the  third 
cause  of  death  to  age  65.  Utilizing  these 
figures,  one  could  choose  a combination  of 
plans  to  best  satisfy  his  requirements.  One 
such  combination  would  be  the  Supplemental 
Income  Plan  with  coverage  up  to  two  years 
and  the  Accidental  Death  and  Dismemberment 
Plan  with  the  Principle  Sum  chosen  accord- 
ing to  your  needs. 

Any  inquiries  concerning  the  A.A.G.P. 
policies  should  be  addressed  to 

1.  A.A.G.P.  Group  Disability  Plans,  Inc. 
3615  Olive  Street,  St.  Louis  8,  Mo. 

2.  A.A.G.P.  Group  Life  Plan 
Volker  at  Brookside 
Kansas  City  12,  Mo. 

3.  Jones  Plans,  Inc. 

Administrator 
A.A.G.P.  Retirement  Plan 
301  W.  11th  Street 
Kansas  City,  Mo. 

Leo  F.  Sherman,  M.D. 
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LIBEL  AND  SLANDER 

Dr.  Frederick  J.  Stare,  Professor  of  Nutri- 
tion at  the  Harvard  School  of  Public  Health 
was  recently  sued  for  libel  by  the  Boston 
Nutrition  Society,  Inc.,  who  claimed  that  Dr. 
Stare  had  maliciously  libeled  their  institution 
when  he  was  called  upon  to  comment  about  a 
statement  they  had  published.  Dr.  Stare’s 
successful  defense  was  good  news  to  all  of  us 
and  it  is  a good  lesson  for  all  of  us  to  read 
his  comments  on  this  case  from  the  beginning 
to  end  as  reported  in  JAMA  for  May  25,  1963. 

We  must  at  all  times  be  careful  what  we  say 
and  what  we  write  about  others.  In  this  case 
the  Judge  pointed  out  that  “whoever  invites 
public  discussion  on  a public  question  should 
not  be  disappointed  if  he  is  answered  equally 
forceably  in  the  opposite  way,  so  long  as  there 
is  no  malice.”  One  must  be  certain,  however, 
to  be  able  to  show  that  there  was  no  malice 
intended  in  the  answering  statement. 

MEDICAL  LITERATURE— THE  COLOSSUS  OF  PI 

Mark  Twain  is  credited  with  a statement 
to  the  effect  that  everyone  complains  about 
the  weather  but  no  one  does  anything  about 
it.  Many  people  are  complaining  about  the 
present  state  of  the  medical  literature;  some 
of  them,  editors  of  large  medical  journals,  are 
in  a position  to  do  something  about  it  but  to 
date  the  only  action  has  been  criticism  and 
lampooning. 

The  abnormal  growth  of  the  medical  litera- 
ture can  roughly  be  paralleled  to  the  establish- 
ment and  growth  of  the  speciality  societies 
and  certifying  boards  in  this  country.  The 
next  big  factor  has  been  the  doling  out  of 
research  grants,  both  governmental  and  those 
from  private  enterprise.  In  both  of  these 
areas  an  impressive  bibliography  was  a help 
towards  admission  to  a select  group  or  an 
increased  stipend.  In  the  May  11th  issue  of 


JAMA  the  Editor  comments  on  “Et  al,  the 
New  Fraternity.”  He  admits  that  multiple 
authorship  can  have  its  advantages  when  not 
carried  to  excess  but  points  out  that  at  the 
present  time  multiple  authorship  is  being 
grossly  abused.  This  is  because  of  the  status 
a person  now  obtains  from  having  his  name 
in  the  literature.  He  mentions  a case  report 
published  in  JAMA  of  less  than  three  hundred 
words  with  five  authors.  The  worst  offense 
in  this  field,  however,  seems  to  be  the  re- 
search group  who  has  individuals  writing 
reports  on  the  same  project  and  merely  adds 
the  other  names  to  each  individual’s  report, 
thereby  giving  the  entire  group  a bibliography 
grown  up  to  the  size  of  the  group. 

Doctor  Talbot  ends  up  with  a note  of  hope 
referring  to  the  child  with  the  sweet  tooth 
ending  up  in  the  dentist  office.  Certainly  the 
time  for  extraction  has  arrived. 

In  an  earlier  (April  27th)  issue  of  the  same 
Journal  appeared  a most  refreshing  editorial 
concerning  a classic  treatise  on  the  medical 
jurisprudence  of  insanity.  Several  extraor- 
dinary factors  were  that  the  author  was  31 
years  old,  a general  practitioner  in  a fishing 
village  in  Maine,  and  lived  125  years  ago. 
His  book  contains  extensive  reports  from  the 
medico-legal  literature  of  Germany,  France, 
England  and  the  United  States.  This  book 
was  of  sufficient  value  to  justify  five  editions 
during  the  life  of  the  author.  It  basically  is 
still  valuable  enough  to  justify  a reissue  125 
years  later. 

It  is  refreshing  to  remember  items  of  basic 
medical  research,  still  valuable  in  1963,  that 
were  performed  by  general  practitioners  in 
small  villages.  The  classic  work  of  Sir  James 
MacKenzie  in  cardiology  should  remind  us 
that  we  can  still  learn  a great  deal  about  a 
patient  at  the  bedside  without  the  use  of 
electronic  equipment.  Sir  James  did  not  even 
have  an  electric  light! 
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Future  Of  The 
Common  Cold 


New  Drug 
Warnings 


Tuberculin  Tests 


Widespread  False 
Device  Promotion 


“The  idea  of  a single  common  cold  virus  must  be  discarded,”  says  Dr. 
Preston  Perlman,  director  of  biological  research  for  Schering  Corp.  He 
definied  the  common  cold  as  a syndrome  caused  by  a number  of  different 
viruses,  whose  strains  could  change  during  the  season.  “The  cure  is  not 
yet  in  sight,”  he  added.  “It  would  probably  take  an  effort  ten  times  the 
magnitude  of  the  polio  vaccine  effort  to  really  influence  the  upper  respira- 
tory disease  incidence.”  From  a commercial  standpoint,  the  400  million 
to  one  billion  annual  colds  in  the  USA  result  in  about  $500  million  of 
retail  sales  for  cold  and  cough  remedies  each  year. 

All  manufacturers  of  topical  corticosteroid  preparations  and  steroid-anti- 
microbial combinations  intended  for  ophthalmic  use  have  been  requested 
by  the  FDA  to  revise  the  labeling  and  advertising  of  these  preparations 
to  include  warnings  concerning  contraindications  and  side  effects.  From 
time  to  time  the  FDA  will  issue  statements  of  important  drug  develop- 
ments from  the  standpoint  of  new  and  serious  adverse  reactions,  warnings, 
and  contraindications.  In  such  cases,  envelopes  containing  letters  will 
generally  he  marked;  Drug  Warning.  All  physicians  are  advised  to  note 
these  in  their  mail.  It  is  requested  that  adverse  reactions  associated  with 
the  use  of  any  drug  be  reported  immediately  to  the  FDA. 

The  follow-up  of  those  persons  who  show  a positive  reaction  to  tuberculin 
tests  represents  the  most  important  single  part  of  any  tuberculosis  control 
plan  of  the  future.  Neglect  in  using  our  long  known  and  available 
armamentarium  has  resulted  in  these  facts; 

• Tuberculosis  kills  about  10,000  persons  annually  in  the  USA. 

• Of  the  nearly  55,000  new  active  cases  of  TB  reported  in  1962,  about 
43,000  were  in  advanced  stage. 

• All  children  should  receive  the  first  consideration  because  they  are  born 
free  of  tubercle  bacilli. 

• A nation-wide  campaign  to  eradicate  tuberculosis  by  seeking  out  the 
40  to  50  million  Americans  who  harbor  the  germ  like  a “concealed  weapon” 
was  urged  by  various  physicians  addressing  a District  of  Columbia  sym- 
posium on  tuberculosis. 

A federal  court  has  barred  further  distribution  of  four  expensive  worthless 
medical  devices  and  a fifth  machine  promoted  by  false  claims,  according 
to  HEW.  Known  as  “Electronic  Magnetic  Model  G,”  “Radioclast  Model 
40,”  “Auto-Electronic  Radioclast  Model  20,  Series  800”  and  the  Electronic 
Analysis  Instrument  Model  F,”  they  were  sold  to  licensed  and  fringe 
health  practitioners  for  up  to  $1,200  apiece.  Their  danger  to  health  is  not 
what  they  do  but  what  they  do  not  do,  according  to  the  FDA.  Defendants 
in  the  action  were  the  L.  L.  Roby  Manufacturing  Corp.,  the  International 
Electronics  Research  Society,  Inc.,  and  the  Roby  father  and  son  team 
at  Tiffan,  Ohio. 
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New  Symbol 


Personal 

Glimpses 


Operation  PAT 


Hospital  Emergency 
Departments 


Brief  Briefs 


A new  universal  symbol  which  will  tell  anyone  rendering  emergency  care 
that  its  wearer  has  a physical  condition  requiring  special  attention  has 
been  adopted  by  the  nation’s  doctors  through  the  AMA.  The  symbol, 
which  may  be  displayed  on  a wristlet  or  a medallion  around  the  neck, 
will  be  a sign  that  it  is  necessary  to  check  vital  medical  facts  on  the 
personal  health  information  card  in  the  bearer’s  purse  or  wallet.  The 
symbol,  which  will  be  used  universally,  is  pictured  on  the  left. 


Richard  C.  Hayden,  M.D.,  and  James  J.  Gallagher,  M.D.,  were  speakers 
at  the  marriage  course  class,  St.  Paul’s  School  Hall  . . . Mr.  Lawrence  C. 
Morris,  Jr.,  Executive  Secretary  of  the  Medical  Society  of  Delaware,  was 
married  on  June  29th  to  Miss  Meredith  L.  Prince  of  Wilmington  . . . 


A problem  of  hospital  logistics — “How  to  get  more  patients  into  the 
the  hospital  during  a given  year  with  most  of  the  required  tests  already 
accomplished  so  that  treatment  may  begin  immediately — ” has  developed 
into  a new  program  known  as  “pre-admission  testing”  or  operation  PAT. 
Operation  PAT  is  in  effect  at  the  Temple  University  Hospital  with  a 
Pre-Admission  Coordinator  who  will  schedule  the  doctor’s  patient  for  an 
admission,  laboratory  appointment  and  for  follow-up  appointments  and 
tests.  Additional  data  will  be  completed  when  the  patient  arrives  for 
studies.  The  patient  is  assured  that  whatever  his  Blue  Cross  hospital 
insurance  would  normally  cover  will  be  in  effect  in  spite  of  his  out-patient 
status  at  this  point.  Temple’s  program  has  been  arranged  in  cooperation 
with  Blue  Cross. 


The  quality  of  care  in  emergency  sections  of  hospitals  should  be  similar 
to  that  furnished  in  the  in-patient  wards,  according  to  Dr.  Robert  H. 
Kennedy,  director  of  the  Field  Program  of  the  Committee  on  Trauma  of 
the  American  College  of  Surgeons.  In  his  article  in  the  current  issue  of 
Hospitals,  he  states  that  the  growth  of  so-called  accident  rooms  into  full- 
fledged  departments  for  treating  patients  with  all  types  of  illnesses  has 
made  the  emergency  department  a “must”  in  all  hospitals.  It  is  a delusion 
for  any  hospital  to  think  that  it  can  get  along  without  an  emergency 
facility.  His  comments  were  directed  mostly  at  the  nation’s  smaller 
hospitals — some  of  which  do  not  have  emergency  facilities. 


• A comprehensive  reading  list  for  physicians  who  wish  to  increase  their 
knowledge  of  occupational  health  and  its  disciplines  has  been  combined 
in  a “Bookshelf”  issued  by  the  Industrial  Medical  Association  in  collabor- 
ation with  the  USPHS.  In  a total  of  182  references  thirteen  are  desig- 
nated as  the  important  basic  ones.  Single  copies  will  be  sent  free  of 
charge  if  request  is  accompanied  by  a self-addressed  envelope  (#10  or 
9 X 12  inch  size)  with  10c  postage  affixed,  to:  The  Industrial  Medical 
Association,  55  Washington,  Chicago  2.  Quantity  prices  will  be  supplied 
on  request. 
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REPORT  OF  THE  SUSSEX  COUNTY  WOMAN’S  AUXILIARY 


The  Sussex  County  Woman’s  Auxiliary  to 
the  Medical  Society  of  Delaware  ends  the 
year  on  a sad  note  in  the  loss  of  several  mem- 
bers through  illness  or  moving  from  the 
County.  Our  membership  has  dropped  from 
42  to  37.  We  were  also  saddened  by  the 
death  of  the  husbands  of  three  of  our  mem- 
bers. We  extend  our  heartfelt  sympathy  to 
Mrs.  James  Beebe,  Sr.,  Mrs.  H.  M.  Manning 
and  Mrs.  Virgil  Hudson. 

The  regular  meetings  have  been  held  the 
second  Thursday  of  each  month — ^September 
through  May  at  9:00  P.M. — our  husbands 
joining  us  for  a social  hour  following  their 
meeting.  The  average  Auxiliary  attendance 
was  12  members. 

Our  support  of  the  Mental  Health  program 
was  in  sending  gifts  to  Stockley  at  Christmas. 

One  White  Elephant  sale  for  the  benefit  of 
A.M.A.E.R.F.  was  highly  successful  and  with 
the  sale  of  AMAERF  stationery  plus  our  use 
of  the  sympathy  cards  brought  our  contribu- 
tion to  $143. 

The  Health  Careers  Chairman  has  six  ap- 
plications for  “Grant-in-aid”  to  be  screened. 
Members  of  the  Auxiliary  attended  the  very 
lovely  tea  for  the  entering  class  at  Beebe  Hos- 
pital School  in  the  Fall. 

The  workshop  held  in  February  was  well 
attended — 10  present  from  Sussex  County. 
All  felt  it  had  been  a very  worthwhile  en- 
deavor. 

Mrs.  Robert  F.  Lewis,  President 

NEWS  AND  NOTES  OF  THE  33rd 
ANNUAL  MEETING,  WOMAN’S  AUXILIARY 

• Mrs.  John  Alden  and  Mrs.  George  Erikson 
were  co-chairman  of  arrangements  for  this 
well-planned  annual  meeting  held  at  the 
Brandywine  Country  Club  outside  of  Wil- 
mington. 


• Kent  County  brightened  the  morning  by 
hostessing  a coffee  hour  before  the  business 
meeting. 

• Mrs.  I.  Lewis  Chipman  and  Mrs.  Stephen 
Bartoshesky  were  on  hand  at  the  door  with 
programs,  name  tags  and  helpful  information. 

• Invited  out-of-state  guests  were  introduced 
by  our  president,  Mrs.  Joseph  V.  Cassella. 
They  were:  Mrs.  William  G.  Thuss,  president 
of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association;  Mrs.  John  J.  Torppey, 
president  of  the  New  Jersey  Medical  Society 
auxiliary;  Mrs.  Walter  S.  Booth,  president- 
elect of  New  Jersey,  and  Mrs.  Bee,  wife  of 
the  president  of  the  Medical  Society  of  Penn- 
sylvania. 

• Memorial  services  were  conducted  by  Mrs. 
Charles  Wagner  for  three  deceased  members 
of  the  auxiliary:  Mrs.  Elmer  Gross,  Mrs. 
Thomas  Pennock  and  Mrs.  Caleb  Smith. 

• Following  reports  by  chairmen  of  priority 
committees,  the  slate  of  officers  for  the  1963- 
64  year  was  presented  and  approved.  Mrs. 
J.  Leland  Fox  conducted  the  installation. 

• Luncheon  speaker  Mrs.  William  G.  Thuss 
in  her  address  to  the  members  urged  each 
individual  to  realize  the  importance  of  her 
role  in  the  auxiliary. 

• Dr.  Sylvester  Rennie,  president  of  the 
Medical  Society  of  Delaware,  took  time  from 
a busy  day  to  bring  greetings  from  his  group. 

• Advisory  Board  guests  at  the  luncheon  were 
Dr.  J.  V.  Cassella,  Dr.  W.  0.  LaMotte,  Jr., 
and  Dr.  Allston  J.  Morris. 

• After  the  ceremony  of  presenting  the  presi- 
dent’s pin,  Mrs.  Charles  F.  Richards,  1963-64 
president,  declared  the  meeting  adjourned. 
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RENAL  HYPERTENSION 
A Panel  Presentationt 

• A discussion  on  renal  hypertension  with  em- 
phasis on  patient  selection,  the  various  diagnostic 
studies,  and  the  results  one  can  expect  with 
operation. 


Panel:  Moderator: 

Richard  N.  Taylor,  M.D.  George  J.  Bowes,  M.D.* 

Richard  Lennihan,  Jr.,  M.D. 

Robert  L.  Meckelnburg,  M.D. 


Dr.  Bowes:  Hypertension  is  with  us  al- 
ways. Several  decades  ago  it  was  a relatively 
simple  problem.  The  diagnosis  was  made  with 
a blood  pressure  cuff.  There  was  compara- 
tively little  that  could  be  done  therapeutically. 
Ten  to  fifteen  years  ago  hypertension  patients 
were  grouped  or  graded  by  an  elaborate  sys- 
tem of  points  based  on  the  history,  physical 
examination,  and  laboratory  tests.  The  rice 
diet  and  extensive  sympathectomies  were  in 
vogue.  Subsequently  a complete  family  of 
antihypertensive  drugs  was  born  and  brought 
into  clinical  use.  As  our  knowledge  has  in- 
creased a new  group  of  diseases  has  been  de- 
fined that  cause  hypertension.  These  are  the 
metabolic  or  endocrine  disorders  as  well  as 
hypertension  due  to  reno-vascular  disturb- 
ances. Simultaneously,  the  diagnostic  studies 
have  become  much  more  sophisticated.  These 
include  serum  electrolyte  changes,  serum  and 
urine  endocrine  values,  split  renal  function 


*Dr.  Boines  is  Director  of  the  Department  of  Medicine,  St.  Francis 
Hospital , Wilmington.  Delaware. 


tGiven  at  the  St.  Francis  Hospital.  Wilmington,  December  4,  1962. 
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tests,  aortography,  and  radioactive  isotope 
scans.  Despite  the  increasing  body  of  knowl- 
edge about  hypertension  the  diagnostic  and 
therapeutic  problems  associated  with  the  hy- 
pertensive patient  have  become  more  complex 
rather  than  more  distinct.  For  many  physi- 
cians today  the  problem  of  hypertension  is 
frankly  a bewildering  one.  For  this  reason  it 
is  my  pleasure  to  introduce  one  aspect  of  this 
important  problem  for  presentation  and  dis- 
cussion this  evening.  Since  hypertension  of 
reno-vascular  origin  is  one  of  the  newest  areas 
to  be  defined,  I have  asked  our  panel  to  focus 
on  this  aspect  of  hypertension.  I will  now 
turn  the  meeting  over  to  our  panel.  Dr.  Rich- 
ard Taylor,  Dr.  Richard  Lennihan,  and  Dr. 
Robert  Meckelnburg. 

*Dr.  Taylor:  In  1905  approximately  20% 
of  all  deaths  in  this  country  were  due  to 
cardiovascular  disease.  In  1955  this  figure 
had  increased  to  approximately  60%  of  all 
deaths.  Of  this  figure  the  largest  proportion 


^Richard  N.  Taylor.  M.D..  is  Associate,  Department  of  Surgery, 
St,  Francis  Hospital,  Wilmington. 
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was  due  to  degenerative  and  hypertensive 
problems.  It  is  thus  readily  apparent  that  the 
degenerative  and  hypertensive  problems  are 
increasing.  With  the  vast  number  of  patients 
to  be  evaluated  for  hypertension,  we  feel 
strongly  that  a well  organized  program  is 
needed  to  include  the  services  of  an  internist, 
a urologist,  a surgeon,  and  the  supportive 
members  from  the  x-ray  and  laboratory  de- 
partments. These  men  are  needed  as  we 
weigh  the  relative  importance  of  the  history, 
physical  examination,  routine  laboratory 
studies,  and  the  more  sophistocated  split  renal 
function  tests,  radio  active  scans,  and  aorto- 
grams.  Only  by  careful  patient  selection  and 
careful  follow-up  evaluation  can  we  make  pro- 
gress in  this  field  for  much  basic  information 
remains  obscure  and  many  puzzling  features 
remain  unexplained.  Dr.  Lennihan  will  speak 
on  aspects  of  patient  selection  in  reno-vascu- 
lar  hypertension. 

*Dr.  Lennihan:  Since  there  are  so  many 
patients  with  hypertension  some  degree  of 
pre-selection  is  necessary.  If  one  is  looking 
for  hypertension  based  on  a correctable,  reno- 
vascular lesion  probably  not  more  than  10% 
of  all  hypertensive  patients  are  candidates 
for  hospitalization  and  study.  Further,  of  all 
hypertensives,  probably  not  more  than  1% 
can  be  helped  by  reno-vascular  operation.  The 
percentages  are  small.  What  clues  are  help- 
ful with  regard  to  history,  physical  examina- 
tion, and  the  laboratory  studies? 

History 

The  most  important  clues  to  pre-selection 
may  be  found  in  the  history.  Here  are  four 
features  that  should  be  checked  if  one  is 
looking  for  reno-vascular  hypertension. 

1.  Age:  the  “under  35  and  over  55”  guide. 
Essential  hypertension  most  commonly 
develops  between  the  ages  of  35  and  55. 
With  this  fact  in  mind,  any  younger  pa- 
tient (10  to  30)  deserves  study.  Any 
older  patient  (60  to  70)  who  suddenly 
develops  hypertension  deserves  study. 

2.  Hypertension  of  recent  origin  and  rapid 
progression. 

*Richard  Lennihan,  Jr.,  M.D.  is  Assistant  in  the  Department  of 
Surgery,  St.  Francis  Hospital,  Wilmington. 
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3.  Known  hypertension  that  has  been  stable 
that  suddenly  becomes  worse. 

4.  Any  patient  with  a history  suggestive  of 
a “reno-vascular  accident.”  This  may 
be  a fall  or  automobile  accident  resulting 
in  a back  injury.  This  may  be  an  intra- 
abdominal surgical  procedure.  Or  it 
may  be  an  attack  of  back  pain  compatible 
with  a renal  embolus  or  renal  infarction. 
In  each  of  these  examples,  the  blood 
supply  to  the  kidney  may  have  been 
altered. 

Physical  Examination 

The  physical  examination  may  be  remark- 
ably unrewarding  in  helping  the  physician 
pick  out  reno-vascular  hypertension  from  other 
causes,  none  the  less,  three  points  should  he 
mentioned. 

1.  The  elevation  of  diastolic  pressure  is 
more  important  than  the  increase  in 
systolic  pressure. 

2.  In  renal  hypertension  with  elevation  in 
the  diastolic  pressure  the  degree  of  re- 
tinopathy may  be  more  severe  than  one 
would  expect  from  other  features  of  the 
history  and  physical  examination. 

3.  The  presence  of  a bruit  over  the  renal 
vessels  as  heard  in  the  upper  abdomen 
or  across  the  flank  can  be  most  help- 
ful in  pointing  to  a stenotic  area.  ’ 

These  three  features  should  encourage  fur- 
ther investigation. 

Laboratory  Studies 

There  is  much  honest  controversy  over  the 
selection  and  interpretation  of  the  various 
laboratory  studies  for  reno-vascular  hyper- 
tension. The  following  is  a sequence  I would 
recommend. 

1.  Routine  urinalysis,  urine  culture,  PSP, 
and  BUN.  The  findings  of  white  cells 
on  urinalysis  in  conjunction  with  a posi- 
tive culture  would  point  more  to  nephri- 
tis. A poor  PSP  and  an  elevated  fixed 
BUN  would  slow  a program  of  special 
study,  for  it  is  unusual  that  a patient 
with  an  elevated,  fixed  BUN  can  he 
helped  by  reno-vascular  operation. 
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2.  An  IVP  may  be  very  helpful  in  pointing 
to  a kidney  that  suffers  from  a decreased 
blood  supply  as  reflected  in  delayed  Ail- 
ing and  a decrease  in  the  size  of  the 
kidney.  To  best  obtain  the  filling-size 
information,  nephrogram  with  pictures 
done  1,  2,  3,  and  5 minutes  after  in- 
jection of  the  dye  should  be  done  rather 
than  the  traditional  IVP  with  pictures  at 
5,  10,  and  15  minutes. 

3.  The  Renogram  employing  radioactive 
1-131  Hippuran  reflects  the  arterial  in- 
flow to  each  kidney  while  the  Renoscan 
employing  radioactive  Mercury  - 203 
shows  the  distribution  and  concentration 
of  arterial  deposits  within  the  kidney. 
These  two  radioactive  studies  are  pain- 
less, relatively  innoxious  procedures  that 
can  be  done  simultaneously  on  an  out- 
patient basis. 

4.  An  aortogram,  either  by  trans  lumbar  or 
retrograde  catheter  technique,  is  clearly 
the  most  definitive  study  for  outlining 
vascular  irregularities  to  the  kidney. 
However,  for  this  study  a patient  should 
be  hospitalized.  Some  15%  of  aorto- 
grams  are  unsatisfactory  for  technical 
reasons.  Some  20%  of  patients  with 
normal  blood  pressures  have  defects  in 
the  aorta  or  renal  vessels  on  aortogram 
that  are  indistinguishable  from  defects 
that  produce  hypertension.  Conversely, 
in  a hypertensive  patient  it  may  be  im- 
possible to  know  whether  the  defect  seen 
in  the  aorta  or  renal  vessels  on  the  aorto- 
gram is  actually  producing  the  hyper- 
tension. 

5.  The  role  of  the  Howard  Test  with  split 
renal  function  is  controversial  in  the 
evaluation  of  reno-vascular  problems. 
None  the  less,  if  done  by  an  interested 
person  with  a measure  of  the  change  in 
volume,  electrolyte  concentration,  crea- 
tinine, and  PAH  the  results  can  be  most 
valuable. 

The  reports  from  the  various  clinics 
throughout  this  country  on  these  tests  give 
a wide  range  of  reliability.  I purposely 
avoided  emphasizing  the  figures  of  others,  for 
I believe  we  should  use  the  tests  that  are  most 


reliable  in  our  own  hands.  To-date  I do  not 
believe  we  feel  sufficiently  secure  with  any 
selective  grouping  of  these  tests.  I feel  they 
all  should  be  done  on  each  patient  and  the 
results  analyzed,  until  we  are  sufficiently  ex- 
perience and  secure  in  doing  less  than  a 
complete  work-up. 

Having  gone  over  aspects  of  the  selection 
and  the  evaluation  of  patients  for  reno-vas- 
cular hypertension,  I will  now  ask  Dr.  Mec- 
kelnburg  to  outline  current  thinking  on  the 
mechanism  of  renal  hypertension. 

*Dr.  Meckelnburg:  Twenty-five  years  ago 
the  mechanism  of  reno-vascular  hypertension 
was  worked  out  on  paper  with  only  a few 
small  details  to  be  filled  in.  Today  we  are 
are  still  struggling  to  fill  in  these  small  de- 
tails. Last  year  at  the  Federation  Meetings 
a new  theory  was  advanced  for  the  mechanism 
of  reno-vascular  hypertension.  It  is  this: 
Renin  produced  in  the  juxta-glomerular  cells 
of  the  kidney  stimulates  the  zona  glomerulosa 
of  the  adrenal  gland  to  secrete  aldosterone. 
The  aldosterone  is  responsible  for  the  eleva- 
tion in  blood  pressure. 

As  you  remember,  on  microscopic  section 
the  glomerulus  of  the  kidney  is  closely  as- 
sociated with  an  afferent  and  an  efferent 
arteriole.  As  seen  in  this  slide  the  muscula- 
ture of  the  afferent  arteriole  immedately  ad- 
jacent to  the  glomerulus  is  lined  by  a group 
of  heavily  stippled  cells.  These  are  the  juxta- 
glomerular cells.  It  is  believed  that  the 
juxta-glomerular  cells  produce  renin.  In 
conditions  of  sodium  depletion  or  exogenously 
lowered  blood  pressure  the  relaitve  numbers  of 
juxta-glomerular  cells  increases.  Conversely, 
in  conditions  of  sodium  loading  or  exogenously 
elevated  blood  pressures  the  numbers  on  juxta- 
glomerular cells  decreases.  Simultaneously, 
tbe  relative  thickness  of  the  zona  glomerulosa 
of  the  adrenal  gland  increases  and  decreases 
with  the  relative  number  of  juxta-glomerular 
cells  in  the  kidney.  The  zona  glomerulosa  is 
the  site  of  aldosterone  production.  Thus,  as 
the  numbers  of  juxta-glomerular  cells  varies, 
so  does  the  production  of  renin.  Renin  then 
influences  the  adrenal  gland  and  the  adrenal 

^Robert  L.  Meckelnburg.  M.D..  is  Assistant  in  Medicine,  St.  Fran- 
cis Hospital,  Wilmington. 
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production  of  aldosterone.  Changes  in  pro- 
duction of  aldosterone  may  be  responsible  for 
changes  in  blood  pressure.  In  the  experi- 
mental Goldblatt  phenomenon  the  clamped 
kidney  shows  relatively  normal  juxta-glo- 
merular  cells  while  the  undamped  kidney 
subjected  to  the  pressures  of  hypertension 
shows  a reduced  number  of  juxta-glomerular 
cells. 

This  is  not  the  complete  story  although  the 
experimental  and  clinical  observations  appear 
sound. 

Dr.  Taylor:  With  this  background  we  are 
open  for  discussion.  Are  there  any  questions 
from  the  floor? 

A physician:  From  what  Dr.  Meckelnburg 
has  just  told  us  I sense  that  renin  or  angio- 
tension  levels  would  be  tremendously  helpful 
in  deciding  what  patients  were  suffering  from 
reno-vascular  hypertension.  Can  the  level 
of  circulating  renin  or  angiotensin  be  deter- 
mined as  a laboratory  test  at  the  present  time? 

Dr.  Meckelnburg:  The  blood  angiotensin 
level  can  be  determined  by  a modified  coloro- 
metric  test  and  by  a bio-assay  technique.  It 
is  a difficult  determination  by  either  method. 
It  is  a determination  for  the  research  labora- 
tory rather  than  for  a clinical  facility  in  a 
community  such  as  Wilmington.  So  to  an- 
swer your  question  directly,  we  cannot  do 
this  at  the  present  time  here.  If  I may  add 
a further  word  on  the  selection  of  patients 
there  are  two  points  I would  like  to  emphasize. 
First;  early  in  the  evaluation  of  every  patient 
you  must  decide  whether  he  can  withstand 
a major  surgical  procedure  should  it  be  indi- 
cated. There  is  no  sense  in  leading  a patient 
through  an  elaborate  series  of  tests  if  he  is 
not  an  acceptable  surgical  risk.  Second;  we 
should  perform  the  various  tests  as  outlined 
by  Dr.  Lennihan  then  carefully  balance  the 
positive,  equivocal,  and  negative  results.  Only 
then  should  a decision  be  made  on  operation. 
I believe  that  some  of  the  poor  results  in  the 
past  have  occurred  when  too  much  reliance 
was  placed  on  a single  test.  Each  one  of  these 
tests  may  yield  false  positive  or  false  nega- 
tive information.  I think  you  have  to  be 
very  cautious  and  one  of  the  best  ways  to  be 


cautious  is  to  be  complete. 

A physician:  What  are  the  operations  avail- 
able for  relief  of  hypertension? 

Dr.  Taylor:  Atherosclerosis  is  the  most 
common  cause  for  reno-vascular  hypertension. 
This  may  occur  as  an  aortic  plaque  that  nar- 
rows the  orifice  of  the  renal  artery  or  as  a 
plaque  within  the  renal  vessel  itself.  For- 
tunately, the  lesion  is  usually  confined  to  the 
proximal  Ism.  of  the  vessel.  Correction  can 
be  achieved  by  direct  endarterectomy  on  the 
involved  segment  of  the  aorta,  renal  vessel,  or 
both  with  the  application  of  an  onlay  patch 
graft  to  widen  the  effective  lumen  of  the  renal 
artery.  Correction  can  also  be  achieved  with 
a jump  graft  from  the  aorta  to  the  renal  ar- 
tery distal  to  the  area  of  narrowing.  Auto- 
genous vein  or  one  of  the  synthetic  grafts  can 
be  used  for  this  purpose.  In  young  individ- 
uals who  are  suffering  from  the  so-called  fibro- 
muscular  hyperplasia  of  the  renal  artery  it  is 
probably  easier  to  do  a graft  for  it  is  often 
difficult  to  achieve  a satisfactory  cleavage 
plain  through  the  fibro-muscular  material. 

Dr.  Lennihan:  I would  like  to  add  two 
further  possibilities.  First;  you  may  encoun- 
ter a kidney  with  compromise  in  circulation 
to  one  pole.  Partial  nephrectomy  may  be  indi- 
cated. You  may  encounter  a kidney  with 
compromise  in  circulation  that  is  technically 
impossible  to  correct.  Nephrectomy  may  be 
indicated.  Second;  you  may  encounter  a 
kidney  that  by  all  pre-operative  tests  has  an 
impaired  blood  supply  and  yet  at  the  oper- 
ating table  the  artery  looks  and  feels  normal. 
In  such  a situation  sympathectomizing  the 
kidney  may  be  helpful. 

A physician:  What  are  the  mortality  figures 
with  these  operations? 

Dr.  Lennihan:  I sense  you  are  interested 
in  the  figures  for  Wilmington  rather  than  for 
Houston.  This  will  vary  with  the  severity 
of  the  disease  and  the  precedure  indicated. 
For  the  atherosclerotic  individual  requiring  a 
direct  procedure  on  the  renal  artery  I would 
expect  a 5-10%  mortality.  For  the  patient 
requiring  a partial  nephrectomy  I would  ex- 
pect no  more  than  1-2%  mortality. 

Continued  on  page  205 
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• The  authors  present  the  balance  of  a clinical 
study  of  1104  consecutive  cases  in  regard  to 
clinical  manifestations,  prognosis,  contributory 
factors  and  anticoagulant  therapy. 


Clinical  Manifestations 

(Evaluated  in  only  the  last  560  patients  of  our 
series) 

1.  Chest  Pain: 

Of  our  patients,  80.9%  experienced  severe 
chest  pain  which  was  sudden  in  onset,  per- 
manent in  duration,  and  which  could  finally 
be  abolished  only  by  morphine  or  some  of  its 
derivatives.  In  8 patients  or  3.6%  a definite 
statement  of  no  chest  pain  was  found  in  the 
reviewed  charts;  222  patients  or  39.6%  of  the 
total  of  560  patients  demonstrated  precordial 
pain  as  the  only  symptom  of  acute  myocardial 
infarction.  The  remaining  99  patients  had 
precordial  pain  associated  with  other  clinical 
manifestations,  as  illustrated  in  Table  20. 

2.  Congestive  Heart  Failure: 

In  301  patients  or  27.3%  the  clinical  course 
of  myocardial  infarction  was  complicated  by 
the  development  of  congestive  heart  failure. 
The  560  charts  were  specifically  examined 


Dr.  Hartenauer  is  Assistant  in  Medicine;  Dr.  Dewees  is  Attending 
Chief.  Department  of  Medicine;  Dr.  Krieger  is  Associate,  Department 
of  Medicine,  Delaware  Hospital.  Wilmington.  Delaware. 


The  idea  for  this  study  was  conceived  by  Dr. 
Krieger  during  a course  given  by  the  American 
CoU'ege  of  Physicians  at  the  Massachusetts  General 
Hospital.  He  and  Dr.  Dewees  began  the  study  which 
was  later  completed  by  Dr.  Hartenauer,  the  first 
Heart  Association  Fellow  at  the  Delaware  Hospital. 


Gerhard  Hartenauer,  M.D. 
Robert  L.  Dewees,  M.D. 
Edward  M.  Krieger,  M.D. 


for  the  differentiation  between  the  occurrence 
of  acute  left  heart  failure  and  the  aggravation 
of  chronic  congestive  heart  failure.  Out  of 
128  patients  (22.9%)  with  congestive  heart 
failure  80  patients  or  14.3 showed  evidence 
of  acute  left  heart  failure,  while  49  patients 
or  8.6%  demonstrated  an  aggravation  of 
chronic  congestive  heart  failure.  Conrad  and 
Rothermich"**’  reported  an  incidence  of  con- 
gestive heart  failure  in  their  series  of  623 
patients  of  42.5%.  Wright"  found  an  inci- 
dence rate  of  21.2%  among  1031  patients. 
Of  our  301  patients  with  congestive  heart 
failure,  181  died  during  their  hospitalization, 
indicating  a mortality  rate  of  60.1%.  The 
death  rate  for  the  group  of  patients  who  de- 
veloped acute  left  heart  failure  amounted  to 
58.8%  while  the  one  for  the  group  of  patients 
who  experienced  an  aggravation  of  preexisting 
chronic  congestive  heart  failure  totaled  62.5%. 
These  high  mortality  rates  result  from  the 
fact  that  in  a fair  number  of  patients  conges- 
tive heart  failure  was  not  the  only  complica- 
tion in  the  course  of  acute  myocardial  infarc- 
tion. A detailed  analysis  of  the  clinical 
manifestation  and  complications  appeared 
therefore  mandatory. 

3.  Shock: 

Evidence  of  shock  was  found  in  185  patients 
of  16.8%.  The  mortality  rate  for  the  patients 
with  this  very  grave  complication  reached 
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CHANGE  OF  RHYTHM 
TABLE  18 


Pr-enio  Ventr,  Contract 

3 

3 

4' 

6 

6 

8 

2 

3 

25 

32 

15 

6 

113 

ia.2 

Pr-em„  Aur«  Contract 

- 

- 

- 

- 

- 

- 

- 

- 

6 

3 

2 

- 

11 

1.0 

Gallop  Rhythm 

3 

4 

2 

2 

4 

3 

- 

2 

3 

3 

4 

3 

33 

3,  0 

Supra-vento  Tachy, 

1 

1 

- 

- 

2 

1 

2 

1 

5 

3 

2 

3 

21 

1.9 

Ventricular  Tachy. 

- 

= 

- 

- 

2 

■■ 

2 

- 

2 

1 

1 

5 

13 

1.2 

Auricular  Fibrill. 

4 

3 

3 

3 

5 

4 

5 

8 

11 

6 

6 

61 

5.  5 

Auricular  Flutter 

- 

i. 

■■ 

2 

- 

- 

T 

- 

- 

4 

0.  4 

Auricular  Blgemlnl 

- 

- 

- 

- 

- 

- 

1. 

X 

2 

0.2 

Ventricular  Bigeminl 

- 

- 

- 

- 

1 

1 

- 

1 

- 

1 

' X 

5 

0.5 

Coronary  3inu.=3 
rhythm 

1 

1 

2 

0.2 

1st  Degree  Heart  block 

1 

- 

.. 

3 

1 

2 

1 

1 

13 

10 

*1 

36 

3.3 

2fl  block 

1 

- 

2 

- 

- 

4 

1 

2 

1 

11 

1.0 

Total  Number  of 
Patients 

49 

45 

46 

75 

82 

81  • 

83 

83 

152 

147 

119 

142 

1104 

TABLE  18a 


1947 

1948 

1949 

19  50 

1951 

1952 

1953 

1954 

1955 

1956 

19  57 

19  58 

Total 

Percent 

Wenckebach 

Phenomenon 

2 

3 

1 

6 

0.5 

Peri-Inf,  Block 

~ 

- 

- 

- 

- 

- 

- 

4 

- 

- 

5 

9 

0.8 

S-Type  Block 

1 

1 

0.1 

A-V  Dissociation  1 

i 

- 

1 

1 

2 

3 

2 

2 

8 

4 

4 

29 

2.6 

Para-Syst. Interf , 
Dissociation 

1 

- 

1 

0.1 

Wandering  Pacemaker 

1 

1 

2 

0,2 

Rt.  Bundle  branch  block  1 
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- 

~ 

3 

2 

- 

3 

6 

9 

5 

4 

34 

3,1 

Lt , Bundle  branch  block  3 

3 

6 

11 

0 

6 

5 

10 

4 

5 

3 

68 

6.2 

Total  numbei-  of  patients  49 

45 

46 

75 

82 

81 

83 

83 

152 

147 

119 

142 

1104 

- 

76.8%.  This  means  that  142  of  the  185 
patients  with  clinical  signs  of  shock  in  the 
course  of  acute  myocardial  infarction  expired. 
In  only  7 patients  was  shock  the  single  clinical 
manifestation  of  acute  myocardial  infarction, 
while  the  remaining  178  patients  demonstrated 
multiple  combinations  of  symptoms  and  signs. 
Table  20  illustrates  the  assembled  data  in  this 
regard. 


4.  Other  Complications'. 

In  this  section,  we  report  the  results  of  our 
investigation  concerning  the  incidence  of: 

A.  Abrupt  death 

B.  Rupture  of  the  heart 

C.  Cardiac  aneurysm 

D.  Pericarditis 

E.  Change  of  rhythm  and 

F.  Post-myocardial  infarction  syndrome 
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In  our  series  of  1104  patients  we  found 
evidence  of  abrupt  death  in  58  cases  or  5.3%, 
of  rupture  of  the  heart  in  15  cases  or  1.4%, 
of  cardias  aneurysm  in  15  cases  or  1.4%,  of 
pericarditis  in  44  cases  or  4.0%,  of  change  of 
rhythm  in  462  cases  or  41.8%,  and  of  post- 
myocardial  infarction  syndrome  in  2 cases  or 
0.2%.  596  patients  demonstrated  either  one 

or  a combination  of  the  above  denoted  com- 
plications. 195  of  these  596  patients  suc- 
cumbed during  their  hospitalization  demon- 
strating a mortality  rate  for  this  respective 
group  of  32.7%. 

Special  attention  was  given  to  the  electro- 
cardiographic documented  changes  of  rhythm. 
Table  18  illustrates  the  incidence  of  different 
arrhythmias  and  conduction  defects,  while  in 
Table  19  the  mortality  rates  of  these  respec- 
tive complications  are  tabulated.  In  Table 
20  we  assembled  the  results  of  our  analysis 
of  all  possible  complications  and  their  fre- 
quently occurring  combinations. 

Auricular  fibrillation  was  found  next  in 
frequency  to  premature  ventricular  contrac- 
tions. The  occurrence  rate  in  our  study 
totaled  5.5%  while  Master^'  listed  the  inci- 
dence as  7.3%,  Rosenbaum^’  as  12.0%, 
Rathe^-  as  12.7%,  and  Askey^^  as  7.7%.  A 
differentiation  between  temporary  and  per- 
sistent auricular  fibrillation  was  not  made. 

The  15  cases  of  abrupt  death  shown  at 
autopsy  revealed  the  finding  of  hemopericar- 
dium  secondary  to  myocardial  rupture.  13 
of  these  15  patients  developed  this  complica- 
tion during  the  first  3 days  of  their  illness. 
Anticoagulant  therapy  cannot  be  considered 
as  the  precipitating  offender  in  those  13  cases. 

5.  Thrombo-embolic  complications'. 

Of  the  total  of  1104  patients  of  our  series 
thromho-embolic  complication  was  encoun- 
tered in  40  patients,  giving  an  incidence  rate 
of  3.6%.  Among  the  442  “good  risks”  only 
4 patients  or  0.9%  developed  this  complica- 
tion. 36  out  of  the  662  “poor  risk”  patients 
complicated  the  course  of  acute  myocardial 
infarction  by  embolization.  Seven  of  these 
40  patients  had  been  well  anticoagulated,  14 
had  been  poorly  anticoagulated,  while  19  pa- 


tients did  not  receive  any  anticoagulant 
therapy. 

Russek'^  listed  the  incidence  in  his  series 
of  424  patients  for  the  “good  risk”  group  with 
0.9%  and  for  the  “poor  risk”  group  as  7.7%. 
The  total  incidence  amounted  to  4.5%  in  his 
study  group. 


TABLE  19 


Type 

Deaths 

No. 

Mortality 

% 

Auricular  fibrillation 

38 

out 

of 

61 

62.3% 

1st  degree  heai’t  block 

14 

out 

of 

36 

38.9% 

Left  bundle  branch  block 

35 

out 

of 

68 

51.5% 

Right  bundle  branch  block 

18 

out 

of 

34 

52.9% 

Gallop  Rhythm 

16 

out 

of 

33 

48.5% 

Peri-infarct,  block 

4 

out 

of 

9 

44.4% 

Supraventricular 

tachycardia 

14 

out 

of 

21 

66.7% 

Ventricular  tachycardia 

10 

out 

of 

13 

76.9% 

A-V  dissociation 

17 

out 

of 

29 

58.6% 

Pericarditis 

15 

out 

of 

41 

36.6% 

Coronary  sinus  rhythm 

1 

out 

of 

1 

100.0% 

Ventricular  bigemini 

2 

out 

of 

3 

66.7% 

Nodal  rhythm 

2 

out 

of 

2 

100.0% 

Auricular  flutter 

1 

out 

of 

3 

33.3% 

Second  degree  heart  block 

1 

out 

of 

2 

50.0% 

Anticoagulant  Therapy 

As  long  as  contradictory  reports 

on  the 

value  of  anticoagulant  therapy  for  acute  myo- 
cardial infarction  appear  in  the  literature,  a 
proper  re-evaluation  of  each  assembled  series 
is  certainly  indicated. 

In  our  analysis,  we  differentiated  between 
“good  risk”  and  “poor  risk”  cases  obeying 
Gilchrist’s'^  and  Tulloch’s'°  axiom  that  there 
are  only,  in  retrospect,  “good  risk”  patients 
with  acute  myocardial  infarction.  236  pa- 
tients or  21.3%  who  died  within  the  first  3 
days  were  omitted  from  the  evaluation  of  anti- 
coagulant therapy.  Of  this  group,  219  cases 
or  92.8%  could  be  retrospectively  classified  as 
“poor  risk”  and  17  or  7.2%  as  “good  risk” 
patients. 

Of  the  patients,  404  or  36.6%  lived  longer 
than  3 days  and  received  adequate  amounts 
of  anticoagulants.  By  adequate  amounts,  we 
mean  that  the  prothrombin  percentage  reached 
a therapeutic  level  of  30%  or  less  within  the 
first  three  days,  and  that  at  least  70%  of  the 
prothrombin  precent  age  levels  continued  to 
remain  at  this  therapeutic  level  during  the 
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TABLE  20 

CLINICAL  MANIFESTATIONS 


i 

Total  Number  of  Patients  ^ 

1 

1955 

1956  1 

957 

19  58 

Total 

Percent 

152 

147 

119 

142 

560 

1.  Pain  only  | 

51 

55 

49 

67 

222 

39  o 6 

2.  Shock  only  I 

J- 

2 

1 

3 

7 

1.2 

3.  Acute  left  heart  I 

failure  only  | 

4 

3 

2 

5 

14 

2.5 

4.  Aggravation  of  chronic 

con^-estlve  heart  failure 

2 

3 

2 

3 

10 

1.8 

5.  Complications 

4 

'X 

B 

3 

18 

3,2 

6.  Pain  and  shock  only 

2 

4 

7 

18 

3.2 

7.  Pain  and  acute  left 

heart  failure 

2 

4 

2 

3 

11 

1,9  - 

8.  Pain  and  aggravation  of  chronic 

congestive  heart  failure 

1 

2 

2 

2 

ry 

1 

1,2 

9.  Pain  and  complications 

33 

32 

28 

13 

111 

19,8 

10,  Pain,  shock  and  acute  left 
heart  failure 

o 

2 

1. 

5 

0,9 

11,  Pain,  acute  left  heart  failure 
and  complications 

ri 

13 

4 

1 

X 

25 

4,4 

12,  Pain,  aggravation  of  chronic 

cong.  heart  failure,  complicat. 

O 

■7 

•7. 

3 

11 

1.9 

13.  Pain,  shock  and  complications 

4 

9 

7 

9 

39 

6,9 

14,  Pain,  shock,  acute  left  heart 
failure  and  complications 

i 

1 

4 

0.7 

15,  No  pain 

9 

5 

2 

5 

20 

3,6 

16,  Shock  and  acute  left  heart 
failure 

1 

X 

J.. 

3 

0.5 

17,  Shock  and  complications 

6 

2 

" 

1 

9 

1.6 

18,  Shock  and  aggravation  of  chr, 
’ congestive  heart  failure 

. 

19,  Shock,  acute  left  heart  failure 
and  complications 

2 

1 

. 

3 

0.'5 

20,  Shock,  aggr,  chronic  heart  fall^ 
ure  and  complications 

1 

2 

3 

0.5 

21,  Acute  left  heart  failure 
and  complications 

7 

3 

1 

4 

15 

2.5 

22,  Aggravation  of  chr.  congestive 
heart  failure,  complications 

4 

6 

2 

1.  '1 

3.0 
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TABLE  20 
(Continuation) 


1 1955 

19  56 

19  57 

1956 

Total 

Percent 

23. 

No  symptoms 

1 

1 

0,1 

24. 

Pain  (total) 

119 

x23 

99 

112 

453 

80.9 

25. 

Pain  and  shock  (total) 

23 

14 

11 

18 

66 

11.6 

26. 

Pain  and  congestive  heart 
failure  (total) 

16 

25 

X 1. 

11 

63 

11.2 

27. 

Congestive  heart  failure 

only 

6 

6 

4 

8 

24 

4.3 

28. 

Congestive  heart  failure 
pain 

and 

16 

25 

_L  X 

11 

63 

11.2 

29. 

Congestive  heart  failure 
shock 

and 

8 

5 

2 

3 

18 

3.2 

30, 

Congestive  heart  failure 

(total ) 

37 

42 

20 

29 

128 

22.3 

31 

Shock  (total) 

34 

20 

14 

23 

91 

16.3 

32. 

Cor.'.plications  (t,otal) 

123 

107 

66 

54 

350 

[ 62  .'5 

first  3 weeks  of  treatment.  Retrospectively, 
we  grouped  200  patients  or  49.5%  as  “poor 
risks”  and  204  patients  or  50.5%  as  “good 
risks.”  31  patients  or  7.7%  of  this  group 
who  had  been  adequately  anticoagulated,  died 
during  their  hospitalization;  29  were  “poor” 
and  2 were  “good”  risk  cases. 

In  our  study,  220  patients  lived  longer  than 
3 days,  but  they  never  received  anticoagulant 
therapy  of  any  kind.  In  this  group  we  elicited 
124  “poor  risk”  patients  or  56.4%  and  96 
“good  risk”  patients  or  43.6%.  Out  of  the 
220  patients,  55  or  25%  died  during  their 
hospital  stay;  52  of  the  55  were  “poor  risks” 
while  the  remaining  3 belonged  to  the  “good 
risk”  category. 

Of  our  series,  245  or  22.2%  also  lived  longer 
than  3 days,  but  their  anticoagulant  therapy 
had  to  be  considered  inadequate.  In  this 
group  we  differentiated  between  121  “poor 
risks”  and  124  “good  risks.”  Of  this  group, 
34  patients  or  13.9%  expired  during  hospitali- 
zation and  30  of  these  were  classified  as  “poor 


risks”  and  4 as  “good  risks.”  Table  21  illus- 
trates the  above  data. 

We  were  especially  interested  in  the  mor- 
tality rates  for  the  “good  risk”  as  well  as  the 
“poor  risk”  groups  in  relation  to  adequate 
and  inadequate  use  of  anticoagulants.  Pa- 
tients not  treated  with  any  anticoagu- 
lants served  us  as  a control  group.  Table 
22  tabulates  our  findings.  The  mortality 
rate  for  the  ‘poor  risk”  group  was 
highest,  totaling  41.9%  in  patients  not  re- 
ceiving anticoagulants  at  all,  while  the  death 
rate  in  “poor  risk”  cases  who  had  been  treated 
inadequately  with  anticoagulants  amounted 
only  to  24.8%.  The  lowest  mortality  rate 
among  “poor  risk”  cases  could  be  elicited  in 
patients  adequately  treated  with  anticoagu- 
lants. In  the  “good  risk”  group  the  mortality 
rate  was  lowest  among  those  treated  ade- 
quately, which  was  1.0%.  Patients  receiving 
inadequate  anticoagulants  or  none  whatsoever 
reached  an  identical  level  of  about  3%. 

Russek  and  Zohman^'^  showed  that  the  mor- 
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TABLE  21 

EVALUATION  OF  ANTICOAGULATION 


1.  Patients  who  died  during  the  first  3 days 

2.  Patients  who  lived  longer  than  3 days  and  who 
got  adequate  amounts  of  anticoagulants 

3.  Patients  who  died  while  adequately  anticoagu- 
lated 

4.  Patients  who  lived  longer  than  3 days  but  did 
not  get  any  anticoagulants 

5.  Patients  who  died  without  receiving  anticoagu- 
lants 

6.  Patients  who  did  not  receive  adequate  amounts 
of  anticoagulants 

7.  Patients  who  died  while  only  poorly  anticoagu- 
lated 

8.  Mortality  of  patients  who  lived  longer  than 
3 days  and  who  received  adequate  amounts  of 
anticoagulants: 


A.  Poor  risks:  29  out  of  200  14.5% 

B.  Good  irsks:  2 out  of  204  1.0% 

C.  Total:  31  out  of  404  7.7% 

9.  Mortality  of  patients  who  lived  longer  than 
3 days  but  never  got  any  anticoagulants: 

A.  Poor  risks:  52  out  of  124  41.9% 

B.  Good  risks:  3 out  of  96  3.1% 

C.  Total:  55  out  of  220  25.0% 


10.  Mortality  of  patients  who  lived  longer  than  3 
days  and  who  received  only  inadequate  amounts 


of  anticoagulants: 

A.  Poor  risks:  30  out  of  121  24.8% 

B.  Good  risks:  4 out  of  124  3.2% 

C.  Total:  34  out  of  245  13.9% 


tality  rate  of  the  “poor  risk”  patients  could 
be  significantly  improved  by  anticoagulant 
therapy,  but  they  felt  that  the  mortality  in 
the  “good  risk”  group  was  already  so  low  that 
it  could  not  be  improved  upon  by  anticoagu- 
lants. One  criticism  of  Russek’s  idea  has 
been  the  obvious  one  that  not  all  patients 
can  be  correctly  classified  at  the  beginning 
of  the  illness.  Halpern®  had  to  reverse  the 
prognostic  classification  in  29%  of  his  cases. 
Manchester  made  the  statement  that  the 
proper  evaluation  of  patients  with  acute  myo- 
cardial infarction  as  good  and  poor  risks  at 
24  hour  intervals  was  impossible  for  the  first 
120  hours.  25%  of  his  “good  risks”  shifted 
into  the  “poor  risk”  group.  Our  series  sub- 
stantiates this  criticism  by  the  fact  that  17 


Total 

236  (21.3%) 

Poor  Risk 
219  (92.8%) 

Good  Risk 
17  ( 7.2%) 

404 

(36.6%) 

200 

(49.5%) 

204 

(50.5%) 

31 

( 2.8%) 

29 

(93.5%) 

2 

( 6.5%) 

220 

(19.9%) 

124 

(56.4%) 

96 

(43.6%) 

55 

( 5.0%) 

52 

(94.5%) 

3 

( 5.5%) 

245 

(22.2%) 

121 

(49.4%) 

124 

(50.6%) 

34 

( 3.0%) 

30 

(88.3%) 

4 

(11.7%) 

retrospectively  classified  “good  risk”  patients 
died  during  the  first  3 days  of  their  illness, 
while  the  total  number  of  good  risk  deaths 
in  the  whole  series  was  only  26. 

Table  4 shows  a summary  comparison  of 
our  series  of  1104  cases  at  the  Delaware  Hos- 
pital with  Russek’s^i*  published  series  of  1047 
cases.  Overall  mortality  was  32.2%.  49.7% 
— (one  half) — of  the  poor  risk  patients  died, 
while  the  death  rate  for  the  good  risk  group 
amounted  to  6.1%.  In  Russek’s^‘’  series  the 
overall  mortality  was  33.4%  with  60%  of  the 
poor  risk  group  dying  and  only  3.1%  of  the 
good  risk  group  dying. 

Both  studies  confirm  the  obvious  point  that 
myocardial  infarction  is  a serious  disease  with 
a significant  high  mortality  rate.  Both  series 
also  confirm  the  idea  that  in  its  mild  form 
the  disease  carries  a very  low  mortality  rate. 
They  further  indicate  that  one  cannot  always 
tell  the  mild  from  the  serious  form  of  the 
disease  until  the  patient  has  fully  recovered. 
Therefore,  in  the  beginning  at  least,  we  owe 
the  patients  the  benefit  of  anticoagulant  ther- 
apy which  appears  to  lower  the  mortality  rate 
significantly. 

Summary  And  Conclusion 

In  one  hospital  over  a twelve  year  period, 
1104  patients  with  acute  myocardial  infarction 
were  diagnosed,  treated  and  studied  in  regard 
to  diagnosis,  incidence,  mortality,  contribu- 
tory factors,  hypertension,  accompanying  dia- 
betes mellitus,  clinical  manifestations  and 
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complications,  and  the  value  of  anticoagulant 
therapy. 

The  statistical  data  obtained  were  tabu- 
lated and  compared  with  those  of  other  in- 
vestigators. The  overall  mortality  in  our 
study  group  of  1104  patients  was  32.2%;  the 
mortality  rate  for  the  good  risk  group  was 
6.1%,  and  for  the  poor  risk  group  49.7%.  Our 
data  documented  a distinct  relationship  be- 
tween age,  sex,  race  and  mortality  rates. 

The  effect  of  anticoagulant  therapy,  con- 
tributory factors,  clinical  signs  and  symptoms, 
and  the  course  of  illness  on  the  prognosis  or 
the  mortality  rate  of  acute  myocardial  in- 
farction was  thoroughly  explored.  The  sta- 


tistical information  so  obtained  remains  open 
for  discussion. 

Concerning  the  use  of  anticoagulants,  the 
authors  believe  that  the  obtained  data  of  this 
study  confirm  the  belief  of  a great  number 
of  cardiologists,  which  is  to  anticoagulate 
every  patient  with  acute  myocardial  infarction, 
even  the  so-called  “good  risk  case,”  until 
enough  time  for  accurate  prognostic  classifi- 
cation has  elapsed. 


The  authors  wish  to  thank  Dr,  Edward  Bland,  Boston,  and  Dr. 
Charles  C.  Wolferth,  Philadelphia,  for  their  valuable  assistance  in 
the  preparation  of  this  article  and  gratefully  acknowledge  the  finan- 
cial aid  given  by  the  Delaware  Hospital. 


References  for  the  foregoing  article  appeared  in  the  July  issue 
of  the  Journal. 


HOUSE  OF  DELEGATES  AND  RELATED  ACTIONS 
Continued  from  page  207 

• Approved  a Judicial  Council  opinion  per- 
mitting physician  ownership  of  drug  stores, 
and  pharmaceutical  companies  under  proper 
circumstances,  and  prohibiting  involvement  in 
drug  repacking  houses. 

• Disapproved  of  federal  funds  for  staffing 
new  community  mental  health  centers. 

• Urged  all  state  and  county  medical  societies 
to  adopt  and  activate  all  phases  of  “Opera- 
tion Hometown.” 

• Approved  the  organization  of  the  new  Na- 
tional Council  for  the  Accreditation  of  Nursing 
Homes,  jointly  sponsored  by  the  AMA  and 
the  American  Nursing  Home  Association. 

• Adopted  the  recommendations  of  the  Com- 
mittee to  Study  the  Joint  Commission  on  the 
Accreditation  of  Hospitals  and  suggested  that 
the  committee’s  report  be  distributed  to  con- 


stituent and  component  societies  and  hos- 
pital chiefs  of  staff. 

• Commended  the  American  Farm  Bureau 
for  its  vigorous  leadership  in  opposing  unwar- 
ranted government  interference  and  regula- 
tion. 

• Directed  the  Speaker  of  the  House  to  ap- 
point an  ad  hoc  committee  to  study  the  size, 
make-up  and  functions  of  the  House  of  Dele- 
gates, its  councils,  sections  and  committees 
and  to  report  its  findings  in  June,  1964. 

Elected 

Norman  A.  Welch,  M.D.,  Boston,  Mass.,  the 
new  president-elect. 

D.  F.  Ward,  M.D.;  Dubuque,  Iowa,  vice- 
president. 

Milford  O.  Rouse,  M.D.,  Dallas,  Texas, 
speaker  of  the  House. 

Walter  C.  Bornemeier,  M.D.,  Chicago,  111., 
vice-speaker. 


August,  1963 


199 


PREDICTABLE  REMISSIONS 


IN  MULTIPLE  SCLEROSIS 


• “As  for  progress,  a complexity  of  circumstances 
is  involved,  mainly  inharmonious  relations,  ener- 
gies, or  activities  among  professional  men,  repre- 
senting various  therapeutic  branches.  Also,  the 
insufficient  knowledge  of  a given  subject  in  ques- 
tion, due  to  misinformation  and  inadequate 
investigation,  brought  about  by  unwarranted 
prejudice  and  professional  antagonism  and 
jealousy,  caused  either  regression  or  acceleration. 
This  also  offered  additional  impetus  for  intensive 
and  precise  investigation.” 

LIGEROS 


George  J.  Boines,  M.D. 


A five  year  study  of  multiple  sclerosis 
patients  treated  with  intrathecal  injections  of 
methyl  prednisolone  has  shown  that  remissions 
can  be  initiated  within  24  to  48  hours.  Best 
i^esults  are  obtained  in  patients  with  the 
shorter  duration  of  the  disease  although  the 
majority  of  patients  can  be  helped  regardless 
of  the  severity. 

It  is  admitted  that  the  etiology  of  multiple 
sclerosis  is  unknown  and  that  there  is  no 
Icnown  prevention  or  cure.  At  the  same  time 
it  must  be  emphasized  that  the  general  be- 
havior of  the  disease  with  and  without  the 
various  modes  of  treatment  has  been  well 
documented. 

The  multiple  sclerosis  patient  is  a general 
medical  problem^  who  requires  close  and  life 
long  observation.  The  disease  develops  in- 
sidiously and  in  time  affects  the  emotional 
balance,  sight,  speech,  swallowing,  sphincter 
control,  gait,  and  use  of  hands;  produces 
muscle  failure  and  eventually  may  cause  com- 
plete disability. 


Dr.  Boines  is  Director  Department  of  Medicine,  St.  Francis 
Hospital;  Attending  Chief  in  Medicine,  Wilmington  General  Hos- 
pital. Clinical  Research  sponsored  by  the  Jay  Hughes  Research 

Foundation. 


Since  1958^-^  I have  been  using  a regimen 
which  includes  a complete  muscle  evaluation 
and  an  appraisal  of  the  patient’s  ability  in 
performing  the  activities  of  daily  living. 
Physiotherapy  and  occupational  therapy  are 
prescribed  and  a program  of  rehabilitation' 
is  outlined.  Stretching  the  contractures, 
muscle  strengthening  and  coordination  of 
movements  are  emphasized.  Foot  drop  braces, 
canes  sticks,  and  pick  up  walkers  are  used 
where  indicated. 

Many  of  these  patients  have  a history  of 
allergy  of  various  types,  therefore,  a high 
protein  and  low  sensitivity  diet  is  prescribed 
with  the  elimination  of  milk,  milk  products, 
eggs,  chocolate,  alcoholic  beverages  and  smok- 
ing. 

The  dose  schedule  for  methyl  prednisolone 
is  as  follows: 

1 cc  (40  mg)  first  injection;  1.5  cc  (60 
mg)  two  weeks  after  first  injection;  2 cc  (80 
mg)  four  weeks  after  second  injection;  and 
2.5  cc  (100  mg)  six  weeks  after  the  third  in- 
jection. Two  more  injections  of  2.5  cc  (100 
mg)  each  are  given  at  six-week  intervals. 
Booster  doses  are  given  every  3,  6,  or  12 
months,  depending  on  the  degree  of  progres- 
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Predictable  Remissions  in  Multiple  Sclerosis — Boines 
MULTIPLE  SCLEROSIS  PATIENTS 


Pt. 

Age 

Sex 

Duration 
of  MS 
in  Yrs. 

Number 

of 

Injections 

Evaluation 

of 

Improvement 

Side  Effects 

1. 

24 

F 

4 

3 

Excellent 

None 

2. 

37 

F 

8 

3 

Excellent 

Headache  and  vertigo 

3. 

41 

F 

7 

7 

Good 

after  2nd  injection 
None 

4. 

45 

F 

12 

3 

Good 

Headache  and  sciatic 

5. 

38 

F 

5 

0 

Excellent 

pain  after  2nd  injection 
None 

6. 

63 

F 

3 

3 

Good 

None 

7. 

51 

F 

21 

6 

Excellent 

None 

8. 

46 

F 

25 

3 

Fair 

None 

9. 

38 

M 

10 

4 

Good 

None 

10. 

35 

F 

11 

4 

Excellent 

None 

11. 

59 

F 

33 

3 

Fair 

None 

12. 

43 

F 

10 

3 

Excellent 

Headache  after  2nd 

13. 

46 

M 

2 

3 

Excellent 

injection 

None 

14. 

38 

F 

11 

0 

Excellent 

None 

15. 

41 

F 

15 

6 

Excellent 

None 

16. 

42 

F 

5 

7 

Good 

None 

17. 

37 

F 

4 

1 

Excellent 

None 

18. 

34 

M 

5 

14 

Excellent 

None 

19. 

42 

M 

8 

37 

Good 

None 

20. 

31 

M 

6 

9 

Excellent 

None 

21. 

40 

F 

7 

13 

Good 

None 

22. 

40 

F 

17 

6 

Excellent 

None 

23. 

44 

M 

12 

8 

Excellent 

None 

24. 

35 

F 

16 

7 

Excellent 

None 

25. 

38 

F 

7 

4 

Fair 

None 

26. 

44 

F 

22 

3 

Good 

None 

27. 

43 

M 

10 

7 

Moderate 

None 

28. 

26 

F 

6 

6 

Good 

None 

29. 

36 

M 

7 

5 

Poor 

None 

30. 

47 

F 

15 

1 

Moderate 

None 

3n. 

Remissions  have 

lasted 

from  three 

Good 

50  to  80%  9 patients 

onths  to  one  year. 

Moderate 

25  to  50%  2 patients 

Of  the  thirty 
lere  were  22 

cases  included  in 
females  and  8 

1 this  report 
males;  ages 

Fair 

Poor 

10  to  25%  3 patients 

0 to  10%  1 patient 

ranged  from  24  to  63  for  females  and  31  to 
46  for  males.  Duration  of  disease  was  from 
2 to  33  years.  The  results  were  graded  on 
the  basis  of  estimates  of  the  percentage  im- 
provement made  hy  each  patient  as  follows: 
Excellent  80  to  100%  15  patients 


Case  No.  4 regained  use  of  the  right  upper 
extremity  and  was  able  to  feed  herself  which 
she  had  not  been  able  to  do  for  one  year. 
Case  No.  12  returned  to  part  time  work  after 
three  years  of  complete  disability.  Case  No. 
19  was  bedfast  prior  to  the  start  of  the  injec- 
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tions;  returned  to  work  after  the  sixth  injec- 
tion and  has  been  working  steadily  for  the 
past  five  years  although  he  had  been  declared 
as  a hopeless  case.  Case  No.  24  is  now  able 
to  get  out  of  bed  unaided,  take  care  of  her 
personal  needs,  and  walk  by  holding  on, 
whereas  previously  she  was  in  a wheelchair 
for  five  years.  Case  No.  29  was  moribund 
when  the  injections  were  begun  therefore  poor 
results  were  obtained.  Cases  No.  5 and  14 
did  not  require  injections  but  made  excellent 
improvement  with  rehabilitation  procedures 
and  diet. 

There  is  no  hope  of  a natural  or  spontaneous 
remission  if  the  disease  has  passed  the  early 
prodromal  stages  and  organic  pathology  has 
set  in.  Of  the  30  cases  (representing  a total 
of  324  years  of  M.S.)  six  had  an  interval  of 
several  years  between  the  first  symptoms  and 
the  exacerbations  which  followed,  but  none 
of  them  improved  to  the  extent  of  having  an 
established  disability  disappear.  Twelve  be- 
gan with  moderate  involvement  and  remained 
as  such  while  the  remaining  18  started  with 
moderate  involvement  and  continued  to  de- 
teriorate without  an  interval  of  improvement. 

The  first  symptoms  in  14  patients  were 
numbness,  tingling  in  one  or  both  legs,  and 
stumbling;  in  8,  numbness  and  tingling  of  one 
or  both  arms;  7 with  diplopia,  blindness  or  a 
scotoma,  and  one  developed  difficulty  in  swal- 
lowing. Dysphagia®  is  a frequent  complaint 
in  many  of  the  patients  who  develop  speech 
difficulties. 


The  safety  of  the  intrathecal  injections  has 
been  confirmed  by  several  workers^’^^’”'^''^®’^"^ 
whose  combined  number  of  injections  given 
total  more  than  2000. 

Summary 

Thirty  multiple  sclerosis  patients  have  been 
analyzed  regarding  onset  and  absence  of  the 
so-called  spontaneous  remissions.  The  im- 
provement of  patients  treated  by  our  regimen 
of  general  medical  evaluation,  intrathecal  in- 
jections of  methyl  prednisolone,  appropriate 
rehabilitation,  and  special  high  protein,  low 
allergy  diet  is  discussed. 
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RESEARCH  AWARDS 

The  Easter  Seal  Research  Foundation  of  the  National  Society  for  Crippled  Children 
and  Adults  provides  grants-in-aid  for  investigations  concerned  with  (1)  the  causes 
of  crippling,  (2)  the  prevention  of  physical  disabilities,  (3)  methods  for  improving 
impaired  functions  or  for  mitigating  the  results  of  dysfunction,  and  (4)  measures  for 
enhancing  the  effectiveness  of  the  rehabilitation  process.  The  Foundation  invites 
applicants  for  grants-in-aid.  Those  filed  between  September  1 and  February  28  are 
reviewed  in  May;  those  filed  between  March  1 and  August  31  are  reviewed  in  Decem- 
ber. Awards  are  announced  during  the  months  of  May  and  December. 
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* Historical  highlights  leading  to  a better  under- 
standing of  peptic  ulcer  disease  from  ancient  to 
modern  times  is  presented.  It  is  no  longer  fashion- 
able to  think  in  general  terms  of  what  is  the 
best  ulcer  operation.  The  modern  surgeon  selects 
one  of  eight  operative  procedures — and  tailors  it 
to  fit  his  patient. 


Peptic  ulcer  is  an  ancient  disease.  Diodes 
of  Carystos  (420  B.C.)  recognized  that  the 
gastrointestinal  tract  is  sensitive  to  emotional 
influences.  Celsus  (20  A.D.)  knew  it — he  pre- 
scribed “sailing”  for  his  patients.  Avicenna 
(990  A.D.)  considered  the  ulcer  as  a “wet” 
disease.  He  treated  his  ulcer  patients  with 
dry  foods  and  rest — no  acid  drinks  were  al- 
lowed, except  wine! 

In  the  seventeenth  century,  Borelli  and  the 
mechanical  school  of  physiology  saw  digestion 
simply  as  a process  in  which  crushing,  grind- 
ing and  mixing  of  the  food  were  the  prime 
features.  The  chemical  character  of  digestion 
was  first  suggested  by  a wealthy  playboy 
lawyer  called  Reaumer  (1683-1757).  Then 
Spallanzani  (1729-1799)  showed  by  crucial 
experiment — the  digestion  of  meat  by  gastric 
juice  in  a test  tube — that  gastric  digestion 
was  a chemical  process,  and  not  simply  a 
mechanical  disintegration  of  the  food. 

Prout  (1814)  first  demonstrated  the  pres- 
ence of  hydrochloric  acid  in  gastric  juice.  The 
only  other  instance  of  a strong  acid  being 
formed  by  living  matter  is  the  production  of 
sulphuric  acid  (probably  for  defensive  pur- 
poses) by  certain  molluscs. 

The  period  of  more  exact  ulcer  knowledge 
begins  with  the  work  of  Gerard  in  1803.  He 
was  professor  of  medicine  in  Paris  and  left  us 
data  on  thirteen  cases  of  ulcer  perforation. 
For  fifty  years  he  probed  the  mystery  of  the 


*Dr.  Serino  is  chief  in  Surgery,  St.  Francis  Hospital;  Courtesy 
Staff,  Wilmington  General  Hospital,  Wilmington,  Delaware. 
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peptic  ulcer.  But  the  first  clear  description 
of  the  peptic  ulcer  is  attributed  to  Cruveilhier 
(1829)  whose  name  it  bore  for  many  years  as 
“the  round  ulcer  of  Cruveilhier.” 

Brodie  (1814)  demonstrated  that  the  vagus 
nerves  exercise  control  over  gastric  secretion. 
Pavlov,  nearly  a century  later,  described  the 
mechanisms  by  which  gastric  juice  is  regu- 
lated by  the  vagus  nerves.  We  owe  much  to 
his  ‘sham-feeding”  experiments.  About  the 
same  time  death  from  ulcer  perforation  in 
young  women  was  common  — and  it  was 
credited  to  one  cause:  reflex  irritation  from  the 
uterus.  The  famous  British  gastroenterologist, 
Leube,  expressed  the  despairing  opinion  of 
the  period  when  he  said:  “It  is  a hopeless 
situation;  I see  no  solution  in  sight.” 

Although  surgery  then  was  in  its  infancy, 
Leube’s  remark  heightened  its  importance. 
Clinicians  were  now  persuaded  to  trust  their 
perforated  ulcer  cases  to  surgeons.  Mikulicz 
(1880)  was  the  first  surgeon  to  suture  a per- 
foration. Simple  excision  of  the  ulcer  then 
became  fashionable.  The  inadequacy  of  simple 
ulcer  excision  was  apparent  to  Wolfer  and 
Billroth — and  in  1881  they  introduced  the 
operation  of  gastroenterostomy.  Shortly  after, 
Billroth  performed  the  operation  of  pylorec- 
tomy  and  then  gastrectomy.  But  the  death 
rate  for  gastrectomy  at  that  time  was  exceed- 
ingly high. 

In  1885  the  eminent  French  surgeon,  Doyen, 
reported  21  consecutive  gastroenterostomies 
without  a death  . . . and  then  this  operation 
became  standard  for  the  peptic  ulcer  disease. 
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The  ulcer  recurrence  rate  after  gastroen- 
terostomy was  more  than  40  per  cent.  This 
led  Haberer  (1919)  to  revive  the  operation  of 
gastrectomy — and  he  was  more  successful 
with  it.  Soon  after,  Berg,  Mayo,  and  others 
realizing  that  the  removal  of  the  parietal  cells 
was  most  important  in  preventing  a recurrent 
ulcer— established  gastrectomy  as  the  stand- 
ard operation  for  peptic  ulcer  disease. 

It  was  soon  apparent  that  gastrectomy  was 
a good  operation — but  not  ideal.  The  recur- 
rent ulcer  rate  was  over  ten  per  cent.  And  it 
gave  rise  to  new  post-operative  problems  such 
as:  the  dumping  syndrome,  persistent  diarrhea 
and  nutritional  difficulties. 

Some  doctors  in  the  1930’s  re-examined  the 
work  of  Brodie  and  Pavlov.  If  the  vagi  con- 
trol acid  stomach  secretion — then  vagotomy 
might  be  the  ideal  operation  for  peptic  ulcer. 
This  seemed  logical;  so  Edwards  in  England 
(1939)  introduced  the  operation  of  vagotomy 
— but  his  results  were  discouraging.  Then, 
in  1943,  Dragsted,  working  in  Chicago,  per- 
fected the  operation  of  vagotomy;  added  to  it 
a gastroenterostomy — and  introduced  it  suc- 
cessfully as  the  preferred  operation  for  peptic 
ulcer  disease.  But  many  surgeons  were  in  a 
dilemma  Vv^hen  they  weighed  the  advantages 
and  drawbacks  of  gastrectomy  and  vagotomy. 
The  former  had  created  many  post-operative 
problems;  but  vagotomy,  while  it  lowered 
stomach  acid  secretion,  did  not  provide  the 
final  solution  to  the  ulcer  problem. 

Now,  twenty  years  later,  we  know  that 
neither  operation  is  ideal.  We  are  still  search- 
ing. Surgeons  have  arrived  at  this  conclusion: 
there  is  no  one  specific  operation  that  can  be 
regarded  as  ideal  for  all  ulcer  patients — the 
operation  must  be  tailored  to  the  individual 
patient.  That  is  why  Hoerr,  Roth,  Brooks, 
and  others  suggest  that  the  following  opera- 
tions are  standard  procedures  for  peptic  ulcer 
disease: 

1.  Total  gastrectomy. 

2.  Subtotal  gastrectomy  (75%). 

3.  Vagotomy  plus  gastroenterostomy. 

4.  Vagotomy  plus  pyloroplasty. 

5.  Vagotomy  plus  antrectomy. 


6.  Vagotomy  plus  hemigastrectomy  (50%). 

7.  Gastroenterostomy. 

8.  Simple  suturing  (perforation). 

It  is  now  considered  old  fashioned  to  think 
in  general  terms  of  what  is  the  best  operation. 
The  modern  surgeon  selects  what  is  the  most 
appropriate  operation  for  an  individual  patient 
under  the  existing  circumstances. 

When  selecting  the  appropriate  operation 
what  factors  should  one  consider?  One  should 
weigh  the  following: 

1.  The  risk  of  the  chosen  operation  in  terms 
of  morbidity  and  mortality. 

2.  The  surgeon’s  experience  and  ability. 

3.  The  nervous  temperament  of  the  patient. 

4.  The  free  acid  (stomach)  capacity  of  the 
patient. 

5.  The  weight  and  nutritional  status  of 
the  patient. 

6.  The  location  of  the  ulcer. 

7.  The  anatomic-pathologic  condition  of  the 
ulcer  as  seen  at  operation  (this  may  dictate 
the  type  of  surgery,  despite  pre-operative  con- 
siderations). 

Here  is  how  one  attempts  individualized 
selection  of  operative  procedure: 

1.  If  the  patient  is  young,  a good  operative 
risk,  and  has  a high  free  acid  capacity  (200 
to  400  clinical  units)  with  a suspicion  of  Zol- 
linger-Ellison  syndrome,  a total  gastrectomy 
must  be  considered. 

2.  In  a poor  operative  risk,  in  an  elderly 
patient,  with  some  obstruction,  a low  free 
acid  capacity  (20  to  35  clinical  units)  a gas- 
troenterostomy may  be  far  more  preferable. 

3.  However,  if  the  acid  capacity  is  moder- 
ately high  (50  to  80  clinical  units)  and  the 
patient  is  highly  nervous,  a vagotomy  plus 
gastroenterostomy  may  be  far  more  effective 
for  this  patient. 

4.  The  thin  nervous  patient  with  moderate 
acidity  (40  to  75  clinical  units)  might  be 
helped  by  a pyloroplasty  plus  vagotomy.  The 
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gastroduodenal  continuity  would  be  an  ad- 
vantage to  his  post-operative  nutrition. 

5.  For  duodenal  stenosis  or  hemorrhage 
with  moderate  acidity,  and  for  a posterior 
penetrating  ulcer  with  confined  perforation, 
a vagotomy  plus  a hemigastrectomy  may  cor- 
rect the  patholigic  conditions.  This  operation 
is  excellent  if  the  gastrin  mechanism  were  also 
removed  by  antrectomy. 

6.  For  those  with  grade  III  hyperacidity 
(more  than  75  clinical  units)  with  confined 
perforation  or  stenosis  or  hemorrhage — a sub- 
total gastrectomy  may  be  the  proper  opera- 
tive procedure. 

It  is  hoped  that  by  selecting  the  operation 
to  meet  the  overall  problems  of  the  individual 
patient  that  the  postoperative  disturbances 
will  be  reduced. 

With  all  this  we  must  continue  to  cope  with 
the  problem  of  the  recurrent  and  marginal 
ulcers.  Why  do  these  complications  occur? 


We  know  why  when  gastrectomy  is  performed 
— the  gastric  fundus  remains  with  its  acid 
secreting  cells.  Vagotomy  destroys  the  vagal 
mechanism — but  it  does  not  destroy  the  gas- 
trin mechanism  and  many  acid  secreting  cells. 
But  vagotomy  operation  still  poses  an  unsolved 
question:  What  happens  to  the  intestinal 
phase  of  digestion  after  the  operation? 

Why  these  operations  are  not  completely 
satisfactory  has  been  explained  by  Gray.  He 
points  out  that  a hormonal  (adrenal)  phase 
of  gastric  secretion  exists  and  that  it  is  vitally 
important  etiologically  in  peptic  ulcer  genesis. 
He  indicates  that  ACTH  or  cortisone  pro- 
duce an  increase  in  gastric  acid  and  pepsin 
secretion  and  that  these  agents  act  independ- 
ently of  the  vagal  and  antral  (gastrin)  mech- 
anisms. Gray’s  findings  suggest  that  the 
adrenals  are  hyperactive  in  duodenal  ulcer 
patients.  This  is  a factor  that  deserves  much 
consideration;  it  is  a giant  step  forward  in 
our  search  for  a final  solution  to  the  peptic 
ulcer  mystery. 


RENAL  HYPERTENSION — A Panel  Discussion  Continued  from  page  192 


A physician:  What  is  the  follow-up  in  post- 
operative blood  pressures? 

Dr.  Taylor:  The  results  listed  in  the  litera- 
ture very  considerably,  probably  with  patient 
selection.  In  general  though,  one  third  of 
patients  will  be  significantly  improved  with 
post-operative  pressures  in  the  normotensive 
range,  one  third  will  be  improved  though  still 
hypertensive,  and  one  third  will  be  unchanged. 

Dr.  Meckelnburg:  I would  like  to  add  a 
word  to  this  answer.  It  relates  to  the  group 
of  patients  you  operate  on.  The  Mayo  Clinic 
now  has  some  60  young  or  middle-aged  women 
with  hypertension  due  to  fibro-muscular  hy- 
perplasia. These  patients  are  not  athero- 
sclerotic and  do  not  suffer  from  generalized 


disease.  As  you  can  imagine,  their  results  in 
this  group  are  excellent. 

Dr.  Lennihan:  The  direct  operative  ap- 
proach on  the  renal  arteries  is  a comparatively 
new  procedure.  I am  concerned  that  as  we 
extend  our  follow-up  period  into  the  5 and  10 
year  brackets  many  of  our  early  and  seemingly 
satisfactory  results  will  not  hold  up.  I fear 
we  will  see  recurrent  hypertension.  So  before 
we  can  accurately  assess  the  results  of  this 
work  a much  longer  period  of  follow-up  is 
needed. 

Dr.  Boines:  I would  like  to  thank  the  Drs. 
Taylor,  Lennihan,  and  Meckelnburg  for  their 
presentation  and  discussion  of  this  interesting 
and  timely  subject. 
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and  Related  Actions 


• The  112th  Annual  Meeting  of  the  A.M.A.  held 
in  Atlantic  City,  June  16-20,  has  been  reported 
by  your  delegate,  highlighting  the  actions  im- 
portant to  each  member  of  the  society. 


H.  Thomas  McGuire,  M.D. 


Among  the  major  subjects  acted  upon  by 
the  House  of  Delegates  at  the  American  Medi- 
cal Association’s  112th  Annual  Meeting  were 
enlargement  of  the  Board  of  Trustees,  the 
sections  and  scientific  program  of  the  AMA, 
compensation  of  interns  and  residents,  a 
new  Institute  for  Biomedical  Research,  a 
physician’s  pension  plan  and  the  relation  be- 
tween tobacco  and  disease. 

Board  Of  Trustees 

The  House  adopted  amendments  to  the 
Constitution  and  By-Laws  designed  to  imple- 
ment the  recommendations  of  an  Ad  Hoc  Com- 
mittee regarding  the  Board  of  Trustees.  The 
changes  will  increase  the  size  of  the  Board 
from  11  members  to  15  members,  by  adding 
three  elected  trustees  and  including  the  im- 
mediate past  president  for  a one-year  term. 
The  amendments  also  set  the  term  of  office  for 
elected  Board  members  at  three  years  and 
limited  the  number  of  terms  to  three,  for  a 
maximum  total  of  nine  years  service.  In  ap- 
proving the  amendments,  the  House  expressed 
the  opinion  that  enlargement  of  the  Board  of 
Trustees  “would  improve  communications  be- 
tween the  Board  and  the  Association”  and 
that  the  proposed  changes  “would  be  consist- 
ent with  the  increase  in  membership  of  the 
Association  and  with  the  increase  of  the  size 
of  the  House  of  Delegates.” 


AMA  Sections  And  Scientific  Program 

In  considering  the  report  of  the  Ad  Hoc 
Committee  to  study  the  Board  of  Trustees 
Report  on  the  Sections  and  Scientific  Pro- 
gram of  the  AMA,  originally  presented  at  the 
1962  Clinical  Meeting  in  Los  Angeles,  the 
House  disagreed  with  some  recommendations. 

Major  change  was  the  House  decision  that 
all  section  officers — chairman,  vice  chairman, 
delegate,  alternate  delegate,  secretary,  assist- 
ant secretary  and  representative  to  the  scien- 
tific exhibits — should  be  elected  by  members 
of  the  section  and  that  no  officers  be  appointed 
by  the  AMA  Board  of  Trustees. 

In  another  change,  relating  to  nominations 
for  specialty  boards,  the  House  approved  the 
following  recommendation:  “The  Committee 
of  the  Council  on  Scientific  Assembly  of  the 
appropriate  section  shall  nominate  the  AMA 
representatives  to  serve  on  the  medical  spe- 
cialty certifying  board.  These  nominations 
shall  be  submitted  to  the  Board  of  Trustees.” 

In  connection  with  section  registration,  the 
House  decided  that  “a  member  of  a section 
who  desires  to  change  his  registration  from 
one  section  to  another  because  of  a change  in 
his  specialty,  shall  be  required  to  inform  AMA 
Headquarters  by  written  notice  of  this  inten- 
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tion  at  least  sixty  days  in  advance  of  the 
Annual  Meeting.” 

The  House  agreed  with  the  Ad  Hoc  Com- 
mittee’s recommendation  that  the  Section  on 
Gastroenterology  and  Proctology  be  renamed 
the  “Section  on  Gastroenterology”  and  that  a 
separate  “Section  on  Proctology”  be  estab- 
lished. 

The  House  also  commended  the  Board  of 
Trustees  for  its  recommendation  that  a na- 
tional forum  be  sponsored  by  the  AMA  in 
which  representatives  of  national  medical 
specialty  societies  and  the  Academy  of  Gen- 
eral Practice  will  participate.  The  Board  of 
Trustees  was  directed  to  implement  this  sug- 
gestion as  early  as  possible. 

Interns  And  Residents 

The  House  disapproved  the  report  of  the 
Council  on  Medical  Service  and  the  Council 
on  Medical  Education  and  Hospitals  on  Com- 
pensation of  House  Officers.  In  so  doing,  it 
adopted  the  following  statement: 

“We  therefore  recommend  that  in  view  of 
the  overwhelming  opposition  to  the  basic  pro- 
posal, the  AMA  record  itself  as  opposed  to  any 
system  or  program  by  which  any  part  of  an 
intern’s  or  resident’s  salary  is  paid  out  of  fees 
collected  by  the  attending  physician  or  out 
of  fees  collected  under  any  type  of  medical- 
surgical  insurance  coverage.” 

The  House  recommended  that  any  future 
proposals  on  the  compensation  of  house  officers 
be  thoroughly  studied  by  the  Law  Depart- 
ment and  Judicial  Council  before  submission 
to  the  House  of  Delegates. 

In  another  section,  related  to  the  controver- 
sial “25%  rule,”  the  House  approved  a revision 
of  the  Essentials  of  an  Approved  Internship 
which  deletes  the  requirement  for  any  stated 
ratio  of  foreign  medical  graduates  to  gradu- 
ates of  American  and  Canadian  medical 
schools  as  an  essential  feature  of  any  intern- 
ship program. 

New  Research  Institute 

The  House  approved  the  announcement 
by  the  AMA  Education  and  Research  Founda- 


tion that  it  will  establish  and  operate  a new 
Institute  for  Biomedical  Research.  The  In- 
stitute wilt  be  dedicated  to  pure,  basic,  non- 
disease oriented  research.  It  will  not  render 
medical  service  to  patients  and  will  not  con- 
duct a graduate  training  program  leading  to 
a degree.  It  is  contemplated  that  the  first 
research  group  should  be  functioning  by  early 
1965. 

Physicians’  Pension  Plan 

The  House  approved  establishment  of  an 
AMA  physicians’  pension  plan  under  the  pro- 
visions of  the  Keogh-Smathers  Act  of  1962, 
and  noted  that  the  Board  of  Trustees  will 
make  every  effort  to  begin  operation  of  the 
plan  before  the  end  of  1963  so  that  physicians 
will  be  able  to  participate  this  year. 

The  plan  will  be  open  to  all  AMA  members 
and  their  employees  who  can  qualify  under 
the  Act. 

(The  Medical  Society  of  Delaware  has  been 
studying  this  law  and  investigating  various 
plans  under  it.  If  you  have  any  questions 
about  it,  please  call  the  office.) 

Tobacco  And  Disease 

The  House  agreed  with  a Board  of  Trustees 
report  which  concluded  that  the  AMA  should 
defer  any  definitive  statement  regarding  the 
relationship  of  tobacco  and  disease.  In  tak- 
ing this  action,  the  House  declared  that  ex- 
tensive research  is  still  necessary  for  the  com- 
plete answers  on  the  cause  and  effect  of  many 
toxins,  including  tobacco.  However,  the  House 
said  that  the  AMA  “has  a duty  to  point  out 
the  effects  on  the  young  of  the  use  of  toxic 
materials,  including  tobacco,  and  these  facts 
should  be  disseminated,  particularly  in  our 
schools.” 

In  Addition 

The  House  also 

• Disapproved  a Judicial  Council  opinion 
on  the  dispensing  of  glasses  by  ophthalmolo- 
gists and  reaffirmed  the  Council’s  interpreta- 
tion of  Section  7 of  the  Principles  of  Medical 
Ethics,  as  reported  in  the  November  15,  1958, 
issue  of  the  Journal  of  the  American  Medical 
Association. 

Continued  on  page  199 
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PSYCHIATRY  IN  MEDICAL  PRACTICE 


Each  practicing  physician,  regardless  of  his 
specialty,  knows  that  neurotic  and  emotional 
problems  color  his  patients’  physical  illnesses. 
Because  we  think  this  is  becoming  increas- 
ingly important,  the  Delaware  Academy  of 
General  Practice  and  the  Mental  Health  As- 
sociation of  Delaware  will  combine  their  ef- 
forts and  co-sponsor  a post-graduate  course 
in  Psychiatry  in  Medical  Practice.  This  will 
be  given  on  ten  successive  Wednesdays,  begin- 
ning on  September  18,  1963,  from  2:00  to 
4:00  P.M.,  at  the  Delaware  Academy  of  Medi- 
cine Auditorium.  Members  of  the  American 
Academy  of  General  Practice  will  be  granted 
academic  course  credits.  We  are  certain 
that  specialists  in  most  fields  will  find  the 
course  eminently  worthwhile  in  itself  without 
any  credits., 

This  course  has  been  planned  with  the  very 
active  help  of  Dr.  Charles  Strahan  of  the 
Delaware  Psychiatric  Association  and  Dr. 
William  Sheeley,  Director  of  Continuing  Edu- 
cation for  the  American  Psychiatric  Associa- 
tion. Through  the  efforts  of  these  men,  the 
separate  topics  have  been  coordinated  and 
made  relevant,  but  the  individual  lectures  will 
be  given  by  doctors  brought  here  from  widely 
scattered  parts  of  the  country;  each  one  is  a 
leader  in  his  field. 

Although  at  this  writing  the  course  agenda 
has  not  been  completely  formalized,  the  fol- 
lowing is  a list  of  the  subjects: 

1.  Office  psychotherapy — basic  principles 

and  techniques  of  counseling. 

2.  The  patient-physician  relationship. 

3.  Office  management  of  the  neurotic  pa- 
tient. 

4.  The  use  and  abuse  of  tranquilizing 
drugs. 

5.  The  management  of  the  depressed  and 
potentially  suicidal  patient. 


6.  Childhood  behavior  problems — juvenile 
delinquency. 

7.  Mental  retardation. 

8.  Psychosomatic  conditions — such  as  pep- 
tic ulcer,  ulcerative  colitis,  asthma, 
headache,  back  pain. 

9.  Alcoholism,  drug  addiction,  and  chain 
smoking. 

10.  The  evaluation  of  patients’  emotional 
state  by  the  non-psychiatrist — how  to 
handle  psychiatric  emergencies. 

The  fee  for  this  course  for  members  of  the 
Academy  of  General  Practice  will  be  Fifty 
Dollars  ($50.00)  and  for  non-members  Fifty- 
five  Dollars  ($55.00).  For  those  who  want 
to  attend  individual  lectures  only,  the  charge 
will  be  Six  Dollars  per  lecture.  All  members 
of  hospital  house  staffs  are  invited  to  attend 
free  of  any  charge. 

We  urge  all  doctors  who  are  not  psychia- 
trists to  sign  up  now  for  this  course.  You 
may  do  so  by  writing  to  either  of  the  two 
names  signed  below. 

Immediately  following  this  ten-week  lecture 
series,  we  will  offer  to  those  who  are  interested 
in  exploring  further,  an  intensive  seminar 
series  on  psychotherapeutic  techniques.  Be- 
cause this  will  be  limited  to  groups  of  eight 
to  twelve  physicians,  it  will  enable  the  par- 
ticipants to  go  quickly  from  the  basic  tech- 
niques to  the  development  of  practical  tools. 

David  Platt,  M.D. 

Chairman  of  Education  Committee 
Delaware  Academy  of  General  Practice 
1925  Lovering  Avenue 
Wilmington  6,  Delaware 

Merton  A.  Berger,  Ed.D.,  Executive  Director 
Mental  Health  Association  of  Delaware 
1505  North  Franklin  Street 
Wilmington,  Delaware 
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MEDICINE  AS  A CAREER 


Some  years  ago  medicine,  law,  theology, 
and  education  were  the  careers  which  required 
specialized  training;  whereas  today,  there  are 
over  2,000  careers  which  offer  prestige  and 
income  comparable  to  medicine  and  its  allied 
disciplines,  and  yet  require  training  much  less 
costly  in  money  and  time. 

Since  1956  it  has  been  more  and  more  dif- 
ficult to  attract  a sufficient  number  of  well 
qualified  applicants  to  fill  the  existing  medical 
school  classes.  About  7,500  medical  students 
are  graduating  each  year  from  medical  school; 
yet  it  is  estimated  that  at  the  present  rate 
of  population  growth,  almost  double  that 
number  will  be  needed  within  10  or  15  years. 

It  is  difficult  to  understand  the  lack  of  in- 
terest of  qualified  students  in  selecting  medi- 
cine as  a career;  particularly,  since  medicine 
has  made  such  rapid  strides  in  the  past  few 
decades. 

At  the  present  time,  in  hospitals  all  over  the 
United  States,  life  saving  radical  procedures 
are  being  performed  successfully — that  were 
almost  unimaginable  just  a few  years  ago. 
The  accomplishments  of  our  astronauts  in 
outer  space,  as  well  as  the  newer  skills  that 
have  been  developed  in  medicine  and  surgery, 
would  not  have  been  possible  without  research 
in  the  physical  and  biological  sciences. 
Through  this  research  has  evolved  the  use  of 
heart  and  lung  machines,  artificial  kidneys, 
x-ray  cameras,  electron  microscopes,  and  other 
machines  that  never  could  have  been  made 
or  used  until  the  biochemistry  of  the  body 
itself  was  understood.  These  accomplish- 
ments, together  with  the  other  current  scien- 
tific investigations  being  conducted  and  which 
give  encouragement  for  still  greater  conquests, 
would  seem  to  be  sufficient  stimulus  to  arouse 
enthusiasm,  and  offer  a challenge  to  qualified 
students  to  accept  medicine. 


Graduation  from  medical  school  is  really 
but  the  beginning  of  a doctor’s  education. 
His  diploma  is  merely  evidence  of  his  right 
to  go  out  among  the  sick  and  practice  his 
profession;  it  is  no  proof  that  his  medical 
education  is  over.  On  the  contrary,  the 
coveted  sheepskin  is  but  an  open  sesame  to 
the  many  and  varied  types  of  graduate  train- 
ing available  today.  The  education  of  a con- 
scientious physician  is  never  completed;  there 
is  always  something  new  to  learn. 

It  is  a well  known  fact  that  not  all  who 
receive  the  degree  of  Doctor  of  Medicine,  are 
successful  in  practice.  Success  in  medicine 
means  something  more  than  earning  a living, 
gaining  wealth,  or  making  a great  reputation. 
It  means  doing  things  to  improve  the  general 
welfare — to  add  to  the  sum  of  human  hap- 
piness; and  I believe  that  every  physician 
worthy  of  his  calling,  and  certainly  all  great 
physicians,  have  been  actuated  by  such  de- 
sires. 

If  the  object  is  to  amass  wealth,  it  would 
be  best  to  choose  some  other  line  of  business. 
It  is  true  that  affluence,  and  even  wealth,  are 
not  inconsistent  with  the  practice  of  medicine, 
but  this  is  exceptional.  For  the  doctor  who 
attends  to  his  business,  there  is  always  not 
only  a good  living,  but  the  confidence  and  af- 
fection of  the  community. 

Man  is  in  the  highest  degree  an  imitative 
animal,  influenced  by  example  and  environ- 
ment. As  a first  competitive  step,  the  Ameri- 
can Medical  Association  has  proposed  a model 
communications  program  by  means  of  which 
able  students  from  junior  high  school  stages 
on,  might  be  attracted  to  health  careers  by 
members  of  the  medical  profession  making 
direct  and  continuing  contacts  themselves  and 
not  by  intermediaries  as  in  the  past. 

Success  in  recruiting  future  physicians  will 
depend  on  exhortation,  entertainment,  and 
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practical  instruction;  and  it  might  be  added 
energy,  enthusiasm,  and  perseverance,  since 
these  are  the  characteristics  of  the  medical 
society  physicians,  who  will  be  required  to 
initiate  and  nurture  these  youth  groups  in 
their  local  high  schools. 

The  attributes  to  be  desired  or  developed 
in  these  future  physicians,  and  which  they  in 
turn  expect  to  find  in  their  sponsors  are: 
1)  Sympathy — not  a maudlin  sentiment,  but 
true  desire  to  relieve  the  patient’s  trouble  and 
suffering.  It  is  this  quality  above  all  others 
that  enobles  the  profession.  2)  Morality- — it 
goes  without  saying  that  one  who  holds  the 
delicate  relations  which  often  exist  between 
the  physician  and  patient  must  be  of  good 
character.  There  are  many  occasions  in  the 
every  day  life  of  the  physician,  which  re- 
quire the  highest  order  of  courage — especially 
moral  courage,  courage  to  do  right  and  refuse 
to  do  wrong.  Many  times  the  temptation  may 
require  all  of  one’s  strength  and  self-denial 
to  resist,  and  it  may  come  in  such  guise  as 
to  almost  convince  you  that  to  yield  would 
be  right.  3)  Ambition — an  ambitious  doctor 
must  keep  abreast  of  the  times  by  continuous 
study.  Realizing  this,  the  modern  medical 
profession  has  an  absorbing  interest  in  gradu- 
ate medical  education.  The  doctor’s  needs, 
no  matter  how  individual  they  might  be,  can 
now  be  satisfied;  and  no  matter  how  limited 
his  means,  he  can  now  obtain  some  higher 
form  of  training  in  the  subject  of  his  interest. 

Much  credit  is  due  to  the  medical  societies 
of  America  for  their  pioneer  work  in  the  field 
of  graduate  medical  education.  Long  before 


medical  schools  saw  the  need  of  graduate  in- 
struction, medical  societies  have  provided 
scientific  programs  as  a scheduled  and  im- 
portant part  of  their  activities.  The  good 
doctor’s  books  are  never  closed — continuous 
study  and  treatment  evaluated  by  results  go 
hand  in  hand. 

The  annual  meeting  of  the  Medical  Society 
of  Delaware  will  feature  a symposium  on 
Diseases  of  the  Kidney — renowned  physician 
teachers  will  participate.  This  meeting  will 
give  the  members  of  the  Society  an  oppor- 
tunity to  show  their  interest  in  continued 
post-graduate  study,  by  a prompt  and  full 
attendance,  and  will  permit  them  to  take  an 
active  part  in  the  discussions,  and  submit 
questions  to  the  panel  of  experts.  Especially 
important,  this  meeting  will  afford  an  oppor- 
tunity to  the  members  of  the  Society  to  in- 
vite qualified  young  men  who  may  be  inter- 
ested in  medicine  as  a career  to  attend  the 
sessions  with  them — so  that  they  may  see, 
first  hand,  the  prototypes  of  good  physicians, 
whom  young  men  might  be  stimulated  to 
emulate. 

In  fairness,  however,  the  prospective  candi- 
dates should  have  a realization  of  the  length 
of  time  required  to  obtain  a degree  in  medi- 
cine, and  to  serve  an  internship  and  residency, 
as  well  as  to  become  established  in  practice. 
These  are  the  so-called  hardships  inseparable 
from  the  calling.  In  addition  to  the  physical 
wear  and  tear,  the  mental  strain,  and  respon- 
sibility which  requires  the  future  physician 
to  have  the  love  of  the  profession  in  his  heart 
— if  he  is  to  be  happy  in  practice. 
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ANNUAL  MEETING:  Medical  Society  of  Delaware 
Saturday,  October  26,  1963— Delaware  Academy  of  Medicine 
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LIFE  INSURANCE  FOR  THE 

Anyone  with  an  interest  in  the  Life  In- 
surance Industry,  and  that  means  anyone 
who  owns  or  is  beneficiary  of  a life  insurance 
policy,  should  be  distressed  by  irresponsible 
statements  made  from  time  to  time  by  leaders 
in  the  medical  profession  who  should  know 
better  than  to  talk  authoritatively  on  subjects 
outside  of  their  field  of  endeavor.  Specific 
reference  is  to  overly  enthusiastic  cardiac 
surgeons  who  believe  that  once  a palliative 
operation  is  performed  their  patient  should 
receive  life  insurance  at  standard  rates.  Other 
physicians,  equally  enthusiastic  and  poorly 
informed,  criticize  the  Industry  for  taking  a 
dim  view  of  certain  types  of  hypertensive  and 
degenerative  cardiac  disease. 

This  is  a problem  as  old  as  life  insurance 
itself.  There  is  a distinct  difference  between 
the  viewpoint  of  the  clinician  and  the  view- 
point of  the  actuary.  The  former  is  treating 
a patient  and  an  optimistic  viewpoint  is  neces- 
sary in  this  treatment.  Furthermore,  the 
clinician  has  the  opportunity  to  change  his 
diagnosis  and  to  change  his  prognosis  from 
day  to  day  but  the  insurance  actuary,  once 
committed  to  an  opinion,  is  held  to  that 
commitment.  A ray  of  light  is  shed  upon 
this  situation  by  a recent  contribution  to  the 
JAMA*  by  a clinician  who  obtained  opinions 
from  ten  of  the  largest  life  insurance  com- 
panies in  this  country.  He  asked  about  the 
following  six  situations  and  their  answers 
are  summarized: 

A child  with  a heart  murmur  and  no  other 
evidence  of  a cardiovascular  abnormality. 
Most  companies  would  rely  heavily  upon  in- 
formation from  a reliable  internist  or  pedia- 
trician, sometimes  fortified  by  an  x-ray  of 
the  chest  and  an  electrocardiogram. 

The  adolescent  or  young  adult  with  a 
history  of  rheumatic  fever  with  no  evidence 
of  cardiovascular  abnormality  three  years 


*Baum,  D.:  Life  Insurance  for  the  Young  Cardiovascular  Patient 
J.A.M.A.  184:  593,  (May  18)  1963. 


CARDIAC  PATIENT 

later.  Most  companies  would  grant  standard 
insurance. 

The  adolescent  or  young  adult  with  a his- 
tory of  rheumatic  fever  with  carditis  treated 
with  steroids  or  aspirin  who  had  no  evidence 
of  cardiovascular  disease  three  years  later. 
Most  companies  would  offer  standard  insur- 
ance but  some  would  prefer  to  wait  a mini- 
mum of  five  years. 

The  individual  with  a corrected  patent  duc- 
tus arteriosis  with  no  evidence  of  residual 
abnormality.  Most  companies  would  issue 
standard  life  insurance;  several  of  them  would 
wait  a period  of  several  years  before  so  issuing. 

The  individual  with  an  atrial  septal  defect 
repaired  surgically  with  no  evidence  of  cardio- 
vascular abnormality.  Most  companies  would 
decline  during  the  first  two  post-operative 
years  and  would  issue  a moderately  rated 
policy  in  the  interim  between  two  to  five 
years.  Standard  insurance  would  be  issued 
five  years  following  successful  operation. 

The  individual  with  coarctation  of  the  aorta 
surgically  repaired.  The  response  stressed 
the  age  at  time  of  operation.  All  would  look 
with  favor  upon  the  patient  whose  coarctation 
was  repaired  before  age  of  20.  The  type  of 
repair  was  most  important,  a primary  anasto- 
mosis being  necessary  before  consideration  as 
a standard  risk.  The  use  of  a graft  or  pros- 
thesis would  lead  to  an  outright  declination. 
The  time  since  the  repair  was  of  some  im- 
portance, most  companies  waiting  at  least 
one  year  after  operation.  All  companies  re- 
quired a normal  physical  examination  with 
electrocardiogram  and  chest  x-ray  before  con- 
sidering standard  insurance. 

The  author  concluded  that  the  Life  Insur- 
ance Industry  has  made  significant  progress 
in  the  field  of  underwriting.  He  looks  with 
hope  toward  the  future  when,  after  increased 
experience,  the  underwriting  will  become  even 
more  liberal. 
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Procrastination  and  lack  of  appreciation  of  the  importance  has  resulted 
in  less  than  one  patient  in  four  having  an  annual  check-up.  From  3,600 
physicians  responding  to  a survey  conducted  by  Patterns  of  Disease,  these 
facts  became  apparent; 

Women  are  more  check-up-conscious  than  men  - Cancer  detection  ex- 
aminations “pay  off.”  Survival  rates  of  patients  in  whom  cancer  was 
found  by  detection  examinations  before  symptoms  appeared  were  fi/^  to 
2 times  higher  than  the  standard  five-year  survival  rates.  - Only  44  of 
269  apparently  well  persons  were  found  free  from  disorders  after  under- 
going a periodic  health  checkup.  The  largest  number  of  disorders  re- 
vealed by  periodic  health  checkups  were  gastrointestinal,  (found  in  117 
patients),  followed  by  cardiovascular  and  genitourinary  disorders.  - Only 
8 of  100  visits  to  physicians  are  for  general  health  checkups.  Largest 
number  of  visits  is  among  children  four  years  of  age  and  younger,  and  in 
the  over-65  group. 

The  census  for  1963  indicates  that  during  the  academic  year  1962-63 
nearly  78,000  foreign  citizens  were  in  the  United  States  on  educational 
assignments  at  institutions  of  higher  learning.  This,  our  largest  total, 
represents  an  increase  of  5,700  or  7%  from  last  year’s  record.  The  number 
of  U.S.  citizens  abroad,  reported  by  the  Institute  of  International  Educa- 
tion, number  just  under  19,000 — 15%  less  than  the  number  reported  last 
year.  Every  area  of  the  world  showed  an  increase  in  the  number  of 
students  in  the  U.S.  For  the  fourth  successive  year,  Africa  showed  the 
greatest  increase  despite  the  fact  that  it  had  the  smallest  number  of 
students.  The  largest  group  of  students  came  from  the  Far  East;  followed 
by  Latin  America,  the  Near  and  Middle  East,  Europe,  and  North  America, 
in  that  order.  Medical  sciences  are  sixth  in  line  as  a choice  for  field  of 
study.  For  the  second  consecutive  year  the  number  of  foreign  physicians 
reported  training  in  U.S.  hospitals  has  dropped;  the  decrease  may  reflect 
the  establishment  of  more  rigid  criteria  for  foreign  nationals  who  wish 
to  train  in  this  country.  However,  the  number  of  interns  reported  this 
year  was  up  about  200  over  last  year.  The  Phillipines  again  sent  the 
largest  number  of  physicians  to  this  country.  That  total,  too,  was  down 
15%. 

Apple  juice  appears  to  be  better  tolerated  and  accepted  by  infants  than 
orange  juice  says  the  Virginia  Medical  Monthly,  {March).  Infants  fed 
the  non-citrus  juice  exhibited  less  rash,  colic,  excessive  flatus,  change  in 
stools  and  spitting  than  those  who  received  the  citrus  juice.  In  a total 
of  116  infants  who  were  fed  first  one  type  of  juice  and  then  the  other, 
disorders  were  observed  in  27  infants  during  the  feeding  of  apple  juice 
and  in  55  during  the  feeding  of  orange  juice.  Since  citrus  juice  per  se 
no  longer  is  “esential”  as  a source  of  vitamin  C in  infants  and  young 
children,  the  authors  compared  their  relative  tolerance  and  acceptance 
in  269  infants.  More  babies  (17)  would  not  accept  orange  juice  than 
would  not  accept  apple  juice  (4). 

Lawrence  M.  Baker,  M.D.,  was  recently  elected  president  of  the  medical 
staff.  Kent  General  Hospital,  succeeding  Harry  G.  Neese,  M.D.  . . . Andrew 
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Absorbable  Gelatin 
Sponge 


Pharmaceutical 
Red  Tapeworm 


Brief  Briefs 


M.  Gehret,  M.D.,  has  replaced  J.  S.  McDaniel,  M.D.,  as  President  of  the 
Board  of  Medical  Examiners  and  as  Secretary  of  the  Medical  Council  . . . 

In  a series  of  24  cases  in  which  absorbable  gelatin  sponge  (Gelfoam)  was 
placed  in  decubiti  once  a day,  the  average  healing  time  was  30  days.  Clin- 
icians from  the  Department  of  Surgery,  Indiana  University  Medical  Cen- 
ter, who  conducted  the  trial,  pointed  out  that  a large  number  of  patients 
with  similar  ulcers  and  infected  wounds  have  been  treated  with  many  dif- 
ferent substances  without  any  dramatic  improvement.  When  treatment 
with  Gelfoam  was  started,  the  wounds  were  free  of  dead  tissue  but  in  all 
cases  there  were  secretions  of  pus  ranging  from  excessive  to  moderate. 
Within  a few  days,  the  secretions  became  clear  and  decreased  sharply  in 
volume.  The  sterile,  sponge-like  material  is  capable  of  absorbing  many 
times  its  own  weight  and  is  in  turn  absorbed  by  the  tissues. 


The  largest  new  drug  application  (NDA)  ever  submitted  by  Eli  Lilly  and 
Company  to  the  F.D.A.  has  8,000  pages.  The  application  covers  a drug 
for  use  in  the  psychiatric  field.  The  larger  NDA  does  not  mean  that  more 
clinical  work  is  being  done  by  Lilly  but  merely  that  more  records  and 
reports  are  obligatory.  Each  copy  of  this  application  stands  34  inches 
high;  the  government  gets  three  copies.  The  Company  also  puts  together 
13  for  its  own  use  and  for  the  use  of  other  organizations  such  as  the  AMA. 
If  all  sixteen  copies  were  put  into  a single  stack  it  would  be  45  feet  4 inches 
tall.  Records  show  that  in  1940  the  average  NDA  was  six  pages  long; 
by  1950  it  was  sixty;  by  1960  almost  600  pages.  The  new  drug  application 
must  contain  more  detailed  reports  on  the  new  medicine — its  chemistry, 
its  activity  in  animals,  its  therapeutic  action  and  side-effects  in  human 
beings.  Summaries  which  were  formerly  sufficient  must  now  be  ac- 
companied by  individual  reports  on  the  use  of  the  drug  in  each  animal 
and  each  subject  or  patient  by  each  of  the  150  investigators. 


• The  American  pharmaceutical  story  is  being  told  by  the  Sobering 
Corporation  in  one  of  the  world’s  largest  amusement  parks.  Freedom  Land, 
with  the  sprawling  Bronx  acres  as  a backdrop.  Almost  two  million  people 
will  view  the  demonstration  showing  the  difference  between  medicines 
made  in  1850  and  those  made  today  under  the  quality  control  policy. 

• “How  important  is  it  for  a physician  to  have  a well  trained  aide?’’ 
This  is  answered  in  a recently  published  book,  “Aid  for  the  Doctor’s 
Aide.”  The  author,  Horace  Cotton,  draws  on  his  long  experience  as  a 
medical  practice  consultant  to  describe  in  personal  style  the  characteristics 
and  duties  of  a successful  aide.  It  is  a basic  training  course  for  new  aides 
and  a useful  reference  manual  for  established  ones.  {Medical  Economics, 
Inc.,  $5.95) 

• In  the  space  of  20  years,  the  number  of  people  protected  by  health 
insurance  has  gone  from  one  out  of  every  7 in  the  U.S.A.,  to  the  present 
figure  of  3 out  of  every  4.  In  1942  regular  medical  expense  insurance 
covered  a little  more  than  three  million  Americans.  This  nearly  31 -fold 
increase  in  coverage  in  21  years  has  produced  more  than  98  million 
persons  covered  this  past  year.  Health  Insurance  Institute 
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cjAuxiliary  cM-jlalrd 

ANNUAL  REPORT  OF  THE  WOMAN’S  AUXILIARY 


TO  THE  NEW  CASTLE  COUNTY  MEDICAL  SOCIETY 

It  is  my  privilege  to  report  on  the  activities 
of  the  Medical  Auxiliary  for  the  year  1962-63. 
The  combined  efforts  of  my  fellow  officers, 
the  executive  committee  and  all  the  members 
have  placed  another  “A”  for  achievement  in 
the  archives  of  this  organization. 

The  Executive  Committee  met  last  June 
to  discuss  all  their  plans,  and  the  results  of 
this  session  with  a Calendar  of  Events  were 
sent  to  all  members  early  in  September. 

Arrangements  for  the  speakers  at  the  gen- 
eral meetings  were  handled  by  our  Vice  Presi- 
dent, Mrs.  Albert  I.  Ingram.  The  programs 
were  interesting,  informative  and  met  the 
approval  of  the  State  Program  Chairman. 
Mrs.  Ingram’s  quiet,  stable  assistance  this 
year  is  but  one  example  of  her  long  and  faith- 
ful service  to  the  Auxiliary  and  the  community 
as  a whole.  We  extend  our  best  wishes  to 
her  and  Dr.  Ingram  and  can  only  say  that 
Pennsylvania  State  University’s  gain  is  Wil- 
mington’s great  loss. 

A Supper  Dance  held  in  February  and  our 
winning  entry  in  the  “TABLE  TOPIC  TEA” 
in  March  raised  the  A.M.A.E.R.F.  contribu- 
tion to  $913.49.  The  unique  theme  “Dinner 
for  a New  Citizen”  also  won  Honorable  Men- 
tion from  the  judges  and  a request  to  repro- 
duce it  for  an  actual  luncheon  for  ninety  new 
citizens  in  May. 

A special  effort  was  made  to  contact  the 
many  new  doctors’  wives  in  the  community, 
bringing  total  membership  for  the  year  up 
to  241. 

The  Visiting  Nurses’  Association  was  sup- 
plied with  108  blankets,  24  quilts  and  530 
gowns  completed  by  the  members. 

The  Auxiliary  again  sponsored  a booth  at 
the  Delaware  State  Hospital  Fair  in  Septem- 
ber and  the  Mental  Health  Committee  re- 
ported completion  of  the  State  Hospital  libr- 
ary project. 

We  were  kept  well  informed  on  all  phases 
of  legislation.  Tn  February  members  attended 
a special  meeting  with  Mr.  Lawrence  Morris 


MRS  G.  BARRETT  HECKLER 
PRESIDENT 


at  the  Academy  of  Medicine  to  discuss  in- 
formally our  many  questions  regarding 
AMPAC,  DELPAC  and  the  implementation 
of  the  Kerr-Mills  Bill  in  Delaware.  Many 
will  be  busy  this  summer  helping  with  “Oper- 
ation Hometown.” 

While  these  many  tasks  were  being  com- 
pleted plans  were  underway  to  provide  funds 
for  the  State  Grants-in-Aid  Committee  to 
continue  their  important  program.  The  Des- 
sert-Bridge and  Fashion  Show  in  April  was 
a complete  success  netting  $823.32.  The  mem- 
bers of  the  Scholarship  Committee  were 
busier  than  ever  this  year  due  to  the  increase 
of  applicants — twenty  were  interviewed  from 
New  Castle  County.  The  State  Committee 
found  fourteen  of  these  students  worthy  of 
assistance.  To  help  meet  this  need  the  mem- 
bers voted  at  the  General  Meeting  in  May  to 
give  an  additional  $400.00  to  the  Grants-in- 
Aid  fund. 

And  so  another  year  of  Auxiliary  business 
comes  to  a close.  Much  has  been  done — much 
more  will  be  done — but  for  this  year  we  can 
proudly  say,  “Mission  Accomplished.”  My 
sincere  thanks  to  all  the  members  for  their 
support  and  my  best  wishes  for  continued 
success  in  the  future. 
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MEDICAL  SOCIETY  OF  DELAWARE  1776-1789-1963 


174th  ANNUAL  MEETING 

October  13  and  26,  1963  - Dover  and  Wilmington 


PROGRAM 

HOUSE  OF  DELEGATES 


October  13 

Treadway  Inn,  Dover,  Delaware 
2:00  P.M.  House  of  Delegates 
5:00  P.M.  Buffet  for  Delegates 


SCIENTIFIC  SESSION 

October  26 

Delaware  Academy  of  Medicine,  Lovering  Ave.  & Union  St.,  Wilmington 


9 : 00  Registration  — Coffee  — Exhibits 

9:15  Presiding  Officer  — WUlard  F.  Preston,  M.D.,  President,  Medical  Society  of  Dela- 
ware 

Welcoming  Remarks  — Henry  H.  Stroud,  M.D.  — President,  New  Castle  County 
Medical  Society 

Report  of  House  of  Delegates  — Joseph  W.  Abbiss,  M.D.,  Secretary,  Medical  So- 
ciety of  Delaware 

9:40  A RENAL  SYMPOSIUM  — Presiding  — Alfred  E.  Bacon,  Jr.,  M.D. 

Interpretation  of  Renal  Biopsies  — Gerald  S.  Spear,  M.D.,  Assistant  Professor  of 
Pathology,  Johns  Hopkins  University  of  Medicine. 

Dr.  Spear  will  discuss  pulmonary  hypertension  and,  in  addition,  biopsies  of  vary- 
ing types  of  renal  diseases  and  findings  in  patients  with  cyanotic  congenital 
heart  disease. 


10:10  Urinary  Sediment  — Calvin  F.  Kay,  M.D.,  Professor  of  Medicine,  University  of 
Pennsylvania  Medical  School.  Dr.  Kay  will  present  and  illustrate  important 
findings  in  the  examination  of  urinary  sediment,  which  are  helpful  in  expediting 
diagnosis  and  treatment  of  renal  disease,  but  which  are  too  frequently  neglected. 

10:40  INTERMISSION  — COFFEE  — EXHIBITS 

11:00  Renal  Failure  — James  E.  Clark,  M.D.,  Associate  in  Clinical  Medicine,  Jefferson 
Medical  College.  The  important  aspects  of  chronic  and  acute  renal  failure  will 
be  summarized,  and  extracaporial  hemodialysis  and  peritoneal  dialysis  will  be 
discussed. 

Case  Report  — Warren  R.  Johnson,  M.D.  The  case  report  will  show  a recently 
recognized  entity,  especially  in  Pediatrics,  which  leads  to  renal  failure. 

11:40  Surgery  in  Renal  Hypertension — Charles  Rob,  M.D.,  Chairman,  Department  of 
Surgery,  University  of  Rochester,  New  York.  Dr.  Rob  will  discuss  the  chnical 
picture,  investigation  and  treatment  of  patients,  mostly  young  women,  who 
have  a stenosis  of  the  renal  artery  due  to  fibromuscular  hyperplasia. 

Case  Report  — Richard  N.  Taylor,  M.D.  The  case  report  wiU  concern  hypertension 
secondary  to  stenosis  of  the  right  renal  artery  in  a yoimg  woman. 
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12:20  Panel  Discussion 

1 : 00  Luncheon  as  guests  of  New  Castle  County  Medical  Society 

2:15  Business  Meeting  — Presidential  Remarks  — W.  F.  Preston,  M.D.  Election  of  Presi- 
dent-Elect 

2:30  Moderator  — Marvin  H.  Dorph,  M.D. 

Hypothyroid  States  — George  R.  Fisher,  III,  M.D.,  Endocrinologist,  Pennsylvania 
Hospital,  Philadelphia;  Delaware  Hospital,  Wilmmgton;  and  the  Hospital  for 
the  Mentally  Retarded,  Stockley. 

3:00  Seminar  on  Abnormal  and  Involuntary  Movements  — D.  A.  Nelson,  M.D.,  Thomas 


KJU/  j.rj.KjL/xz>nvK:>n>i/0  j-/.  r\,  xvx.j^.,  x iiv/uxcio 

S.  Vates,  M.D.,  Charles  L.  Reese,  III,  M.D.,  Pierre  LeRoy,  M.D.  Shdes  and 
moving  pictures  will  be  used  in  the  discussion  of  such  illnesses  as  Parkinson’s 
disease,  facial  tic,  torsion  dystonia,  etc.  Special  emphasis,  both  medical  and 
surgical,  will  be  on  diagnosis  and  treatment. 


4 : 00  Adjournment 

Note:  The  Delaware  Diabetes  Association  will  meet  in  the 
Academy  of  Medicine  at  4:00  p.m. 

Gold  Ballroom  — Hotel  duPont 
6:30  Reception  and  Cocktails 
7:00  Dinner  Dance  — Tony  Desmond’s  Orchestra 


PROGRAM  OF  THE  THIRTY-FOURTH  ANNUAL  MEETING 

The  Woman’s  Auxiliary 
TO  THE  Medical  Society  of  Delaware 
Saturday,  October  26,  1963 
Wilcastle  Center  (Old  Wilmington  Country  Club) 
Wilmington,  Delaware 


10:00  A.M.  Registration  and  Coffee  Hour 


Report  of  the  Board  of  Directors — 


11:00  A.M.  General  Session 

Call  to  Order — Mrs.  Charles  F.  Richards 
Pledge  of  Loyalty 

Address  of  Welcome — Mrs.  John  W.  Barnhart 
Introduction  of  Guests 
Memorial  Services 

Roll  Call  of  Delegates — Mrs.  Harold  J.  Laggner 
Treasurer’s  Report — Mrs.  Emerson  Y.  Gledhill 
Reports  of  County  Auxiliaries 


Mrs.  Harold  J.  Laggner 
Report  of  the  Nominating  Committee — 


Mrs.  Joseph  V.  Casella 
Election  of  Officers — Mrs.  Roger  B.  Thomas 
Adjournment 


1 : 00  P.M.  Luncheon  — 

Mrs.  Edward  T.  O’Donnell,  Presiding 
Invocation 

Introduction  of  the  Advisory  Committee 


Kent — Mrs.  James  McNinch 
New  Castle — Mrs.  G.  Barrett  Heckler 


Greetings  from  the  Medical  Society  of  Delaware: 
Dr.  'Willard  F.  Preston,  President 


Sussex — Mrs.  Robert  F.  Lewis 
National  Convention — 1963 


Address — Mrs.  C.  Rodney  Stoltz,  President 
Woman’s  Auxiliary  to  the 
Aanerican  Medical  Association 


Delegate’s  Report:  Mrs.  H.  Thomas  McGuire 
Report  of  Priority  Committees 
Report  of  the  President — 


Presentation  of  Past  President’s  Pin 
Presentation  of  Gavel  and  President’s  Pin 
Inaugural  Address — Mrs.  James  T.  Metzger 
Adjournment 


Mrs.  Charles  F.  Richards 
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EXHIBITORS 


BOOTH 

No.  1 — Pfizer  Laboratories 

Professional  Service  Representatives  will  be  pleased 
to  have  you  in  attendance  at  their  booth  to  discuss 
the  latest  products  of  Pfizer  research. 

No.  2 — the  C.  V.  Mosby  Company 

Scientific  Publications  — 

Lewis  Neubauer  — Representative 

No.  3 — Smith,  Miller  & Patch,  Inc. 

Featured  will  be  LIPOFLAVONOID,  a new  nu- 
tritional approach  to  the  problems  of  vertigo  and 
sensory-neural  hearing  loss  associated  with  Meniere’s 
disease;  VITRON-C,  a well-tolerated  and  effective 
hematinic;  LIPOTRIAD,  a nutritional  approach  to 
therapy  for  the  coronary-prone  and  diabetic  patient; 
VASOSULF,  a new  topical  ophthalmic  solution  con- 
taining an  antibacterial  and  a decongestant;  several 
other  new  topical  ophthalmic  products. 

No.  4 — G.  D.  Searle  Company 

No.  5 — Mead  Johnson  Laboratories 

This  exhibit  has  been  arranged  to  give  you  the  opti- 
mum in  quick  service  and  product  information.  To 
make  your  visit  productive,  specially  trained  repre- 
sentatives will  be  on  duty  to  tell  you  about  their 
products. 

No.  6 — The  Mutual  Benefit  Life 

Insurance  Company 

"Financial  Planning  for  the  Physician.”  Representa- 
tives whose  special  training  and  knowledge  enable 
them  to  understand  the  physician’s  unique  financial 
problems  can  supply  information  and  ideas  that 
help  the  physician  build  and  keep  financial  assets. 
Literature  available  on  money  management,  insur- 
ance, estate  planning. 

No.  7 — Schering  Corporation 

Featured  will  be  Naqua®,  effective  oral  diuretic  — 
and  antihypertensive;  Naquival®,  particularly  effec- 
tive in  advancing  or  complicated  hypertension;  and 
Rela®,  an  excellent  muscle  relaxant-analgesic  that 
relieves  pain  and  muscle  spasm. 

No.  8 — Medco  Products 

Alan  G.  Day 

No.  9 — Roche  Laboratories 

Among  the  products  featured  will  be  LIBRIUM 
(chlordiazepoxide  HCI) — a therapeutic  agent  for 
superior,  safer,  faster  control  of  nervousness,  anxiety, 
tension  and  other  common  emotional  disturbances 
without  the  dulling  effect  or  depressant  action  of 
the  tranquilizers. 

No.  10 — John  G.  Merkel  & Sons 


BOOTH 

No.  11 — The  Coca-Cola  Company 

Ice-cold  Coca-Cola  served  through  the  courtesy  and 
cooperation  of  the  Delaware  Coca-Cola  Bottling 
Company,  and  The  Coca-Cola  Company. 

No.  12 — Whitehill  Taxkeeping  Services 

No.  1 3 — Ciba 

RITALIN®  hydrochloride  (methylphenidate  hydro- 
chloride CIBA)  is  a gentle  stimulant  and  antide- 
pressant which  restores  physical  and  mental  activi- 
ties to  normal  or  near  normal  levels.  It  has  no 
adverse  effect  on  blood,  urine,  liver  or  kidney  func- 
tion; it  rarely  affects  appetite,  blood  pressure  or 
pulse  rate. 

No.  14 — J.  B.  Roerig  and  Company 

Representatives  will  be  in  attendance  to  answer  any 
questions.  They  will  describe  and  give  information 
on  clinical  reports  on  a number  of  new  products. 

No.  15 — Nicholas  Reilly,  Willard  Selby 

Booksellers 

No.  16 — Merck  Sharp  & Dohme 

The  theme  of  the  exhibit  is  "Service  to  Medicine”. 
One  phase  features  the  details  of  our  Postgraduate 
Program.  Another  feature  includes  information  on 
teaching  films  for  use  by  the  profession  and  lay  films 
which  portray  the  story  of  medicine  to  the  lay 
public.  There  will  also  be  a display  of  finger-tip 
files  on  selected  products. 

SCIENTIFIC  EXHIBITS 

No.  1 — The  Jay  Hughes  Memorial 

Medical  Research  Foundation 

The  exhibit  features  studies  on  hemodialysis  em- 
ploying improved  types  of  artificial  kidney  machines, 
along  with  blood  pressure  monitoring  system  and 
novel  cannulation  devices  with  new  types  of  chem- 
ically and  biologically  inert  plastics.  This  machine 
is  used  in  acute  renal  failure  and  will  serve  to  pro- 
long life  in  chronic  renal  insufficiency. 

No.  2 — Livio  Olmedo,  M.D. 

The  use  of  hypothermia  considerably  extends  the 
time  available  to  the  surgeon  in  acute  subachnoid 
hemorrhage.  The  patient’s  margin  of  safety  is  cor- 
respondingly increased.  This  exhibit  will  show  the 
indications  and  technique,  and  the  considerable  im- 
provement in  results  it  has  produced. 

No.  3 — Pierre  L.  LeRoy,  M.D. 

Cryosurgical  Equipment 

Cryosurgery  will  be  discussed  as  part  of  the  after- 
noon panel.  This  equipment  and  films  have  been 
provided  for  demonstration  purposes  by  the  Linde 
Co. 
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MEDICAL  SOCIETY  OF  DELAWARE 


OFFICERS  AND  COMMITTEES 


1962-1963 

President,  Willard  F.  Preston  Secretary,  Joseph  W.  Abbiss 

Vice-President,  Charles  Levy  Treasurer,  John  W.  Howard 

President-Elect,  Floyd  I.  Hudson  Executive  Sec’y.,  Mr.  L.  C.  Morris 

American  Medical  Association  — Delegate,  H.  Thomas  McGuire  — Alternate,  Leslie  M.  Dobson 
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AN  APPROACH  TO  INTERPRETATION  OF 
REACTIVE  SEROLOGIC  TESTS  FOR  SYPHILIS 

* The  vast  majority  of  reactive  serologic  tests 
for  syphilis  can  be  satisfactorily  interpreted  if 
history-taking,  physical  examination,  epidemio- 
logic investigation  and  specific  treponemal  tests 
are  combined  in  an  orderly  manner. 


With  the  documentation  that  myriad  clini- 
cal disorders  may  be  responsible  for  biologi- 
cally false  positive  serologic  tests  for  syphilis, 
considerable  confusion  has  arisen  over  the 
proper  role  of  these  tests  in  clinical  practice. 
Indeed,  in  some  circles,  it  would  appear  that 
the  standard  tests  have  suddenly  been  found 
worthless  and  that  the  diagnosis  of  syphilis 
has  been  outlawed.  Some  clearly  reflect  the 
attitude  that  nice  people  don’t  get  syphilis, 
and  since  their  practice  consists  only  of  nice 
people,  there  must  be  some  other  explanation 
for  a reactive  S.T.S.  in  any  of  them.  Some 
indicate  that  like  chancroid,  syphilis  must 
be  associated  with  filth  or  faulty  hygiene,  and 
so  will  suspect  that  disease  when  the  patient 
is  a laborer  or  shabbily  dressed  but  will  not 
even  give  it  a thought  when  the  patient  is  a 
demure  lady,  or  a clear-cut,  well-dressed 
“gentleman.”  Back  in  the  days  when  VD 
in  military  personnel  was  a subject  for  court 
martial,  it  was  axiomatic  that  officers  did  not 
contract  VD  although  they  could  “strain” 
themselves  or  have  non-specific  urethritis,  or 
some  non-incriminating  condition  like  herpes 


Dr.  Porter  is  Director,  Division  of  Venereal  Disease  Control,  Del- 
aware State  Board  of  Health. 


Winder  L.  Porter,  M.D. 

progenitalis  and  this  same  sort  of  attitude 
continues  to  prevail.  While  it  is  true  that 
a higher  percentage  of  BFP  are  encountered 
in  better  socio-economic  brackets,  the  vast 
majority  of  persistent  reactions  will  be  found 
to  be  produced  by  syphilis  and  certainly  some 
of  the  difference  can  be  explained  by  the 
fact  that  those  more  favored  economically 
are  apt  to  have  more  medical  care  and  there- 
fore greater  likelihood  of  having  findings  modi- 
fied by  previous  treatment  whether  specific 
or  incidentally  via  antibiotics  administered 
for  other  conditions.  They,  too,  can  be  more 
successful  in  concealing  their  activities  and 
associations  and  experiences. 

One  sometimes  wonders  why  an  S.T.S.  was 
secured  originally  when  the  interpretation  is 
reduced  to  a conjectural  basis  as  though  about 
as  much  information  could  be  gained  by  toss- 
ing a coin.  At  times,  the  problem  is  ap- 
proached as  though  there  is  a bounden  duty 
to  defend  the  patient  against  any  reflection 
upon  his  morals  or  character.  This  prevails 
even  though  there  has  been  an  alarming  and 
persistent  increase  in  reported  cases  of  in- 
fectious syphilis  for  the  past  several  years, 
even  though  vast  numbers  of  old,  untreated 
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cases  continue  to  be  detected,  and  although 
the  evidence  continues  that  a considerable 
number  of  the  cases  encountered  are  not 
treated  and  do  not  get  adequate  investigation. 

We  cannot  get  away  from  the  plain  fact 
that  far  and  way  the  single  most  common 
cause  for  a reactive  S.T.S.  is  syphilis  and  that 
disease  deserves  prime  consideration  when- 
ever such  reaction  is  reported.  Titer  is  im- 
portant because  the  probability  of  BFP  de- 
clines with  each  increment  in  titer,  age,  since 
the  percentage  of  BFP  reduces  with  advancing 
age,  and  sex,  because  a greater  percentage  of 
BFP  have  been  reported  in  females. 

The  initial  approach  to  a reported  reactive 
S.T.S.  is  to  have  the  test  repeated  and  avoid 
basing  a judgment  upon  a single  determina- 
tion. Tests  currently  employed  are  so  sensi- 
tive that  a weak  reaction  may  appear  under 
a variety  of  circumstances  but  such  a weak 
reaction  may  be  extremely  significant  when 
repeatedly  elicited.  Instead  of  blaming  the 
laboratory  and  shifting  to  another  from  which 
one  feels  he  may  get  a report  more  consistent 
with  what  he  would  like  to  believe,  submit 
further  specimens  to  the  same  lab.  Mean- 
while, recall  the  patient  for  clinical,  historical 
and  epidemiological  study,  for  the  diagnosis 
of  syphilis  must  combine  each  one  of  these 
factors  with  the  testimony  from  the  labora- 
tory. Ask  about  previous  tests,  not  just  in 
recent  past,  but  far  back — at  the  time  of 
marriage,  pregnancy,  employment,  military 
services,  hospitalization,  blood  donation,  etc. 
Elicitation  of  a proper  history  requires  tact, 
persistence  and  ingenuity.  Few  patients  will 
admit  to  previous  treatment  for  syphilis  as 
such,  for  few  doctors  tell  their  patients  treat- 
ment is  for  syphilis.  They  speak  vaguely  of 
“bad  blood”  or  of  the  presence  of  some  little 
infection.  One  must  ask  about  “shots”  in 
the  past,  visits  to  rapid-treatment  centers, 
serial  injections  of  penicillin  for  any  reason, 
previous  illnesses,  lesions,  rashes,  spinals,  hos- 
pitalizations. Most  patients  will  recall  a 
series  of  arm  or  hip  shots  but  many  with  long 
clinic  records  will  deny  ever  having  attended 
a clinic,  and  will  require  considerable  prompt- 
ing and  persuasion  before  acknowledging  items 
entered  in  former  records. 

In  inquiring  about  previous  S.T.S.,  do  not 


be  content  with  a statement  such  as,  “I  had 
one  last  year  and  it  must  have  been  all  right 
because  I never  heard  from  it.”  Find  out 
the  circumstances  under  which  test  was  taken 
and  try  to  confirm  the  result.  Frequently,  it 
will  be  found  that  the  test  was  reactive  but 
for  one  reason  or  another  was  not  followed, 
reasons  such  as:  (1)  incorrect  address  (2) 
confusion  of  patient  with  a known  case  (3) 
disregard  because  patient  had  previously  been 
reported  (4)  fact  that  primary  illness  was 
treated  with  antibiotics  in  dosage  expected 
to  be  adequate  treatment  for  syphilis,  too 
(5)  report  was  overlooked  either  knowingly 
or  inadvertently.  When  probing  back  through 
hospital  records,  one  will  almost  never  see 
syphilis  spelled  out  as  a diagnosis.  Agam- 
maglobulinemia, mucoviscididosis,  or  Marfan’s 
syndrome  will  be  carefully  noted  and  coded 
but  one  will  have  to  thumb  through  the  whole 
record  to  find  evidence  that  the  serologic  test 
was  even  noted.  I have  frequently  attended 
autopsy  conferences  where  supposedly  all 
factors  contributing  to  the  patient’s  illness 
and  demise  are  reported  and  yet  have  found 
that  syphilis  (including  clinical  damage  in 
form  of  blindnes,  paralysis  or  other  CNS 
manifestations)  will  not  be  mentioned  in  the 
protocol.  Still  one  must  not  fail  to  probe 
every  such  possible  source  of  information. 

The  Health  Department  has  the  advantage 
that  its  clinic  files  contain  records  which  go 
back  in  some  cases  as  far  as  30  years  and 
often  provide  supportive  evidence  either  about 
the  patient  himself  or  some  member  of  his 
family  even  though  the  patient  is  unaware 
of  the  record. 

Examine  the  patient  thoroughly,  having  a 
clear  concept  of  what  to  look  for  and  keeping 
the  index  of  suspicion  high.  Bear  in  mind 
that  the  average  patient  is  turned  up  in  the 
latent  stage  where  there  are  no  clinical  mani- 
festations but  do  not  overlook  those  that  are 
present  and  do  not  accept  the  patient’s  word 
that  none  is  present.  Many  a chancre  pre- 
sents as  a trivial  lesion  which  the  patient  dis- 
misses as  just  a haircut,  the  result  of  chafing 
overalls  or  of  getting  caught  in  his  zipper. 
Since  homosexual  activity  accounts  for  a sub- 
stantial portion  of  new  infections,  examine 
the  anal  region  carefully  and  darkfield  fis- 
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sures  or  ulcers.  Condylomata  have  been 
mistaken  for  hemorrhoids  and  buboes  for 
herniae.  Suspect  all  rashes  and  lesions,  for 
I have  seen  secondary  syphilis  mistaken  for 
chicken  pox,  for  measles,  psoriasis,  ringworm, 
drug  eruptions,  food  allergies,  and  a number 
of  other  common  dermatosis. 

Yet  one  must  not  be  misled  by  other  skin 
conditions  and  must  be  mindful  that  a syphilis 
patient  may  also  have  unrelated  skin  affec- 
tions. Pityriasis  rosea  is  a condition  which  in 
my  experience  has  often  been  mistaken  for 
secondary  syphilis — either  in  a patient  who 
does  have  syphilis  in  a latent  stage  and  de- 
velops pityriasis  as  well,  or  in  one  deemed 
luetic  on  the  basis  of  the  appearance  of  the 
lesions  with  or  without  an  accompanying  BFP 
on  the  serologic  test. 

A penile  lesion  plus  a positive  S.T.S.  does 
not  necessarily  mean  that  lesion  is  a chancre, 
for  the  patient  already  infected  with  syphilis 
may  develop  some  other  genital  disorder.  Let 
the  darkfield  aid  the  decision,  and  subject 
lesions  to  such  exam  even  though  they  may 
appear  innocent. 

Look  for  stigmata — in  the  eyes,  teeth, 
facies,  bones  and  auditory  apparatus.  Par- 
ticularly is  this  important  with  young  adults 
who  were  born  before  the  antibiotic  era  since 
before  the  recent  upsurge  in  infectious  syph- 
ilis, congenital  syphilis  accounted  for  a con- 
siderable percentage  of  the  infections  in  that 
age  bracket. 

Look  for  evidence  that  might  support  the 
diagnosis  of  BFP — particularly  anemia,  fever, 
arthralgia  and  bleeding  disorders.  Ask  about 
recent  illness,  recent  immunization,  donation 
or  receipt  of  blood.  The  obstetrician  will 
often  face  the  problem  of  the  WR  in  his 
prenatal  patient.  While  there  still  is  dispute 
whether  pregnancy  per  se  can  cause  BFP, 
it  certainly  is  frequently  accompanied  by 
anemia  and  other  disturbances  of  the  blood 
chemistry  which  may  explain  the  findings. 
Presence  of  a condition  known  to  produce 
BFP  does  not  mean  necessarily  that  the  S.T.S. 
can  be  explained  on  that  basis. 

Introduce  epidemiologic  principles,  check- 
ing recent  sex  contacts  where  early  syphilis 
is  suspected,  the  marital  partner  and  other 


members  of  the  family  when  late  syphilis  (in- 
cluding congenital)  is  suspected. 

Lacking  historical,  clinical  or  epidemiologic 
evidence  to  support  the  diagnosis,  one  may 
turn  to  other  studies.  The  Delaware  State 
Board  of  Health  Laboratory  has  recently 
started  routine  Reiter  Protein  Complement 
Fixation  (KRPCF  or  KRP)  testing  as  a con- 
firmatory procedure  on  all  seroreactors  upon 
whom  they  have  no  record.  The  test  is 
available  for  further  investigation  of  patients 
reported  reactive  in  other  laboratories.  A 
reactive  KRP  is  highly  indicative  of  ante- 
cedent treponemal  infection,  while  a negative 
test  does  not  preclude  the  possibility  of 
syphilis  as  these  antibodies  do  not  appear  as 
early  in  the  course  of  infection  as  do  those 
elicited  by  the  VDRL,  and  their  production 
may  be  suppressed  by  previous  treatment. 

Spinal  fluid  examination  is  important  as  a 
falsely  reactive  spinal  fluid  is  rare  except  in 
situations  where  the  explanation  is  apparent. 
Strangely,  many  physicians  who  do  not  hesi- 
tate to  biopsy  liver,  kidney  or  bone  marrow, 
or  who  will  order  many  LE  preps,  etc.,  for 
fear  they  might  miss  a case  of  lupus,  are  quite 
reluctant  to  devote  the  same  effort  to  the 
diagnosis  of  syphilis  which  is  a much  more 
common  condition  and  is  much  more  amen- 
able to  therapy.  The  (Treponema  Pallidum 
Immobilization)  TPI  is  offered  as  a last  resort 
in  problem  cases  which  have  been  adequately 
studied,  and  which  fulfill  quite  rigid  criteria. 
Plans  are  projected  to  offer  the  Fluorescent 
Treponemal  Antibody  (FTA)  Test  as  altern- 
ative confirmation,  but  this  is  not  yet  avail- 
able. Although  it  is  not  reasonable  to  expect 
that  any  one  test  or  series  of  tests  will  supply 
the  complete  answer  in  every  case,  the  vast 
majority  of  problems  can  be  resolved  by  or- 
derly application  of  these  principles.  One 
cannot  substitute  glassware  for  brains  but 
must  exercise  his  whole  diagnostic  acumen, 
and  the  decision  whether  treatment  is  indi- 
cated must  depend  upon  the  entire  clinical 
picture  and  the  detailed  review  of  all  that 
has  transpired  in  behalf  of  the  patient.  Even 
when  satisfied  that  one  is  probably  dealing 
with  a BFP,  it  may  be  a valid  step  to  treat 
the  patient  prophylactically  and  pursue  the 
investigation  periodically  after  treatment. 
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Certainly  it  is  far  better  to  treat  a pregnant 
mother  unnecessarily  than  to  face  the  risk 
of  delivering  an  infant  congenitally  infected 
with  syphilis. 

The  following  cases  are  representative  of 
some  of  the  problems  encountered  by  the 
Delaware  State  Board  of  Health. 

Case  No.  1.  A 19  year  old  girl  had  a weakly 
reactive  VDRL  reported  on  a serologic  test  as 
a premarital.  Inasmuch  as  the  physician  con- 
cerned knew  that  she  had  a nonreactive  test 
only  a few  months  before,  he  signed  the  certifi- 
cate without  hesitation.  Because  of  family 
difficulties,  the  ceremony  was  not  performed 
although  the  marriage  was  in  effect  consum- 
mated. Since  these  family  affairs  carried  her 
out  of  town,  it  was  several  weeks  before  we 
were  able  to  catch  up  with  the  patient.  By 
this  time  her  VDRL  titer  was  25  dils  and  al- 
though she  had  no  lesions,  treatment  was  in- 
stituted. She  spoke  of  having  had  some  sort 
of  skin  eruption  but  nothing  really  significant 
could  be  found.  At  this  point,  the  fiancee  was 
called  in  for  protective  treatment,  whereupon 
he  was  found  to  have  a darkfield  positive 
penile  lesion  and  VDRL  reactive  in  2Y2  dilu- 
tions. He  reported  that  he  had  had  a similar 
lesion  some  months  before  but  paid  it  no  at- 
tention since  it  cleared  without  any  particular 
treatment.  In  the  meantime,  he  had  received 
penicillin  as  treatment  for  gonorrhea.  Re- 
membering that  his  premarital  S.T.S.  was 
nonreactive,  we  reached  the  conclusion  that 
he  was  the  first  to  become  infected  and  passed 
the  disease  on  to  his  bride-to-be.  Meanwhile, 
his  infection  was  cured  or  at  least  arrested 
by  the  treatment  for  gonorrhea  and  now  his 
fiancee  was  returning  the  infection  she  had 
acquired  from  him.  She  freely  admitted 
other  sexual  exposure  but  none  other  than 
^^he  fiancee  is  the  past  several  months. 

Case  No.  II.  Another  19  year  old  girl  who 
also  had  a WR  VDRL  on  premarital  tests, 
had  had  several  nonreactive  tests  in  the 
recent  past.  Examination  disclosed  a de- 
formed central  incisor,  not  Hutchinsonian  but 
bearing  another  of  the  dystrophies  which  have 
been  reported  with  a congenital  syphilis.  The 
patient  had  no  knowledge  of  any  previous 
diagnosis  or  treatment  but  that  evening  her 


mother  called  in  alarm  that  I had  unearthed 
evidence  of  something  she  thought  was  a 
buried  episode.  She  reported  that  she  learned 
of  her  own  infection  with  syphilis  at  the  time 
this  girl  was  born  and  that  both  had  faith- 
fully received  a long  series  of  injections  with 
arsenicals  and  heavy  metals  so  that  until  now 
she  had  been  convinced  that  cure  was  com- 
plete and  had  hoped  never  to  have  to  inform 
the  child.  The  KRP  confirmed  the  diagnosis 
in  this  case. 

Case  No.  III.  A 50  year  old  man  being 
examined  for  a camp  for  the  blind  had  re- 
active S.T.S.  in  low  titer.  His  blindness  was 
attributed  to  methyl  alcohol  and  he  denied 
knowledge  of  any  antiluetic  treatment.  He 
did  recall  previous  extended  hospitalization 
in  another  state,  and  the  report  from  there 
revealed  that  he  not  only  had  reactive  tests 
some  fifteen  years  ago  but  that  he  had  general 
paresis  with  the  complete  array  of  abnormal 
spinal  fluid  determinations  to  support  that 
diagnosis,  and  had  had  extensive  therapy,  in- 
cluding penicillin  and  hyperpyrexia. 

Case  No.  IV.  A 35  year  old  woman,  WR  as 
a foodhandler,  had  had  negative  reports  on 
similar  tests  in  the  preceding  2-3  years.  She 
was  married  in  a state  which  requires  no  pre- 
marital S.T.S.  and  had  had  no  pregnancies. 
She  could  not  recall  lesions  but  did  recall 
that  as  a young  child  she  received  weekly  in- 
jections at  a local  hospital.  Her  mother  con- 
firmed that  she,  another  sibling  and  the 
mother  were  all  receiving  similar  injections. 
Although  her  Reiter  test  was  nonreactive  and 
the  records  of  that  clinic  have  been  destroyed, 
I feel  certain  that  her  treatment  had  been 
for  congenital  lues  and  the  serologic  findings 
were  specific. 

Cases  No.  V and  No.  VI  are  so  remarkably 
similar  that  they  can  be  summarized  in  one 
report.  Each  had  reactive  serologic  tests  on 
routine  tests  as  teenagers  and  in  each  instance 
the  physician  satisfied  himself  that  the  re- 
actions were  BFP.  Consequently,  reactive 
tests  at  the  time  of  marriage  and  then  as  pre- 
natals  were  likewise  dismissed.  Concern  arose 
when  the  infants  failed  to  thrive  and  de- 
veloped anemia,  fever,  hepatomegaly  and 
seroreactivity  persisted  for  several  weeks  with 
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at  least  one  report  of  a reactive  Reiter  test. 
In  each  instance  the  physician  felt  he  could 
withhold  treatment  no  longer  so  it  will  never 
be  conclusively  established  if  the  infants  were 
infected  with  syphilis  but  all  of  this  confusion 
could  have  been  averted  if  the  mother  had 
received  just  one  dose  of  Benzathine  peni- 
cillin prophylactically  even  though  considered 
BFP. 

Case  No.  VII.  A 43  year  old  woman  had  a 
low  titer  reaction  on  routine  foodhandler 
testing.  She  denied  previous  unsatisfactory 
tests  and  had  persuaded  the  examiner  that 
the  tests  were  non-specific,  as  evident  by  the 
Reiter  tests  which  were  nonreactive.  In  re- 
viewing the  case  with  the  prospect  of  termin- 
ating the  investigation  the  examiner  empha- 
sized again  that  the  tests  if  specific  were  not 
indicative  of  some  recent  development  but 
probably  reflected  a process  dating  far  back. 
At  this  point,  the  patient  confessed  that  her 
first  marriage  had  terminated  because  of  in- 
fection brought  home  by  her  soldier  husband 
early  in  WW  II  and  that  she  had  received  a 
full  course  of  treatment  over  a period  of 
months  followed  by  negative  L.P.  and  assur- 
ance that  she  was  cured.  The  sensitive  test 
was  specific  and  did  not  denote  reinfection. 

Case  No.  VIII.  A 28  year  old  man  with 
VDRL  reactive  in  1 dilution  reported  that 
he  had  doubtful  tests  in  the  past  and  had 
been  screened  while  in  service  because  of 
such  but  had  never  been  treated.  Further 
inquiry  revealed  that  he  was  a bleeder  and 
had  required  transfusion  for  replacement  of 
blood  lost  at  tonsillectomy.  With  all  tests 
including  the  Reiter  test  negative  on  a repeat 
specimen,  one  is  quite  content  to  attribute 
his  serologic  pattern  to  his  blood  dyscrasia. 

Unfortunately  some  cases  leave  one  up  in 
the  air  after  he  has  done  his  utmost  and  it 
is  just  impossible  to  say  what  is  the  proper 
course.  Case  No.  IX  was  a 19  year  old  who 
was  found  to  have  reactive  serologic  tests 
when  he  attempted  to  join  the  Air  Force. 
Recheck  produced  reactive  (routine)  sero- 
logic tests  across  the  board,  all  in  low  titer. 
He  denied  exposure  and  his  mother  denied 
either  knowledge  of  any  unsatisfactory  test 
at  any  time,  or  of  treatment  during  any  of 


her  pregnancies  most  of  which  were  handled 
in  another  state,  and  one  at  least  delivered 
at  home.  Spinal  fluid  from  the  boy  was 
normal,  and  there  was  no  reaction  to  either 
the  Reiter  (KRP)  or  the  TPI  tests.  It  is 
nice  to  say  it  is  an  example  of  BFP  but  with- 
out adequate  explanation,  this  problem  is  apt 
to  come  up  repeatedly  during  this  boy’s  life 
— on  examinations  for  marriage,  for  employ- 
ment^ for  insurance,  etc.,  and  it  is  doubtful 
that  the  Armed  Forces  wiU  accept  him.  Time 
may  disclose  the  true  cause.  I would  feel 
happier  to  give  this  boy  a course  of  penicillin 
so  that  syphilis  can  be  dismised  from  further 
consideration  while  the  vigil  continues  for 
that  development  which  might  explain  the 
finding.  Indeed,  one  cannot  escape  the  feeling 
that  it  would  be  far  better  for  the  patient  if 
syphilis  is  responsible,  for  then  we  could  offer 
him  good  prospect  of  definitive  treatment. 
Investigation  of  other  members  of  the  family 
is  incomplete. 

Summary  And  Conclusions 

Recognition  of  the  wide  range  of  condi- 
tions which  may  produce  biologically  false 
positive  serologic  tests  for  syphilis  has  led  to 
an  unfortunate  tendency  to  discredit  the  rou- 
tine serologic  tests. 

Syphilis  is  still  a problem  of  major  public 
health  importance  in  the  United  States  and 
will  continue  to  be  so  long  as  cases  elicited 
by  routine  serologic  tests  fail  to  receive  ade- 
quate investigation  and  treatment. 

Persistently  reactive  tests,  regardless  of  de- 
gree, warrant  intensive  study. 

One  must  combine  every  possible  lead  to 
reach  a final  judgment  as  to  the  significance 
of  a reactive  test  in  any  individual. 

Methodical  application  of  thorough  history, 
physical  examination,  epidemiologic  investiga- 
tion, further  studies  on  blood  and  spinal  fluid 
will  usually  enable  a satisfactory  resolution 
of  diagnostic  problems. 

It  is  not  reasonable  to  expect  any  single 
laboratory  test  to  give  a complete  answer  but 
the  various  treponemal  tests  can  be  depended 
upon  to  provide  valuable  assistance. 
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A PUBLIC  HEALTH  ODYSSEY 


* The  author  recently  visited  various  places  of 
public  health  interest  in  Greece,  and  herein 
records  his  observations  and  experiences. 


Maynard  H.  Mires,  M.D. 


In  April-May  1963,  the  author  was  for 
tunate  in  being  able  to  visit  various  places  in 
Greece  and  make  observations  on  health  pro- 
grams and  problems.  This  trip  was  made  in 
company  with  32  other  residents  of  Dover 
and  vicinity  who  were  on  a good-will  mission 
to  Dover’s  Sister-City,  Lamia,  Greece.  Lamia 
is  located  in  Thessaly,  about  225  km.  north- 
west of  Athens,  and  is  quite  similar  to  Dover 
in  many  respects.  Individuals  in  the  Dover 
group  came  from  many  walks  of  life,  and 
were  hopefully  a true  representation  of  our 
citizenry.  Unofficial  group  leader  was  Mr. 
Frederick  W.  Brittan,  a Vice-President  of 
Latex  International. 

The  People-to-People  Program,  headed  by 
former  President  Eisenhower,  seeks  to  estab- 
lish Sister-City  affiliations  to  further  the 
cause  of  international  peace  and  understand- 
ing. Dover  and  Lamia  have  had  this  relation- 
ship for  approximately  three  years,  and  in- 
terest was  heightened  considerably  in  May 
1962,  when  the  Royal  Greek  Ambassador  to 
the  United  States  visited  our  city  for  “Old 
Dover  Days.”  From  that  point  on,  we  began 
saving  our  money  and  making  plans  for  a 
realization  of  our  dreams. 

Meanwhile,  the  exchange  of  letters  and 
educational  materials  increased,  and  both 
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Doverians  and  Lamians  read  up  on  the  other’s 
country  and  its  culture.  Arrangments  were 
made  to  house  us  with  those  of  our  own  pro- 
fessional interests  in  Lamia  so  as  to  make 
the  visit  even  more  meaningful.  The  Athens- 
Hilton,  newly  opened,  invited  the  group  to 
stay  there  (at  a greatly  reduced  rate,  of 
course)  before  and  after  our  sojourn  in  Lamia. 
The  Athens  newspapers  began  carrying  ar- 
ticles on  this  imminent  event,  and  promised 
the  usual  hospitable  reception  by  the  Greek 
people. 

No  one,  however,  was  quite  prepared  for 
such  a tremendous  ovation  when  the  great 
day  arrived!  As  our  bus  rolled  into  the  out- 
skirts of  Lamia,  a motorcycle  escort  pulled 
into  position  and  joined  in  the  general  ca- 
cophony of  horns  and  sirens  indicating  our 
arrival.  The  streets  and  squares  were  lined 
with  cheering,  American  flag-waving  people 
shouting  “Welcome.”  At  Freedom  Square 
we  disembarked  and  found  ourselves  borne 
along  in  a tide  of  35,000  citizens  to  the  spot 
where  Mayor  John  Papasiopoulos  and  his 
wife  (both  physicians)  stood  smiling  to  greet 
us.  There  was  a period  of  temporary  quiet 
as  the  municipal  band  played  the  national 
anthems  of  both  countries.  Then,  flowers 
and  refreshments  were  pressed  upon  us  as 
shutters  clicked  and  bulbs  flashed  in  the  hands 
of  the  professional  photographers  detailed  to 
cover  every  aspect  of  our  stay  in  Lamia. 
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Our  hosts  found  us  and  rescued  us  from  the 
loving  mob,  so  that  we  might  enjoy  their  hos- 
pitality and  lunch.  Dr.  Loukas  Tsagaris,  ob- 
stetrician and  gynecologist  of  Lamia,  is  a 
graduate  of  the  University  of  Hamburg  Col- 
lege of  Medicine.  He  picked  up  more  than 
a degree  in  Hamburg,  however,  as  I realized 
when  we  met  his  blonde  German  wife,  Tillie. 
They  reside  in  one  wing  of  their  private  ob- 
stetrical hospital,  so  this  was  where  we  took 
up  quarters  also. 

It  was  interesting  to  note  the  sleeping  ar- 
rangements in  each  room  for  grandmother, 
who  comes  along  to  take  care  of  the  new 
mother  and  baby.  Yes,  baby  stays  there  also, 
rather  than  in  the  nursery.  I was  impressed 
by  the  cleanliness  and  efficiency  of  the  hos- 
pital, but  they  DID  lack  certain  essential 
equipment.  For  instance,  patients  are  trans- 
ported through  the  halls  in  the  arms  of  two 
husky  female  orderlies! 

I am  still  not  sure  whether  the  Greek  people 
eat  as  well  and  as  much  as  we  did  while  in 
Lamia.  Perhaps  they  fare  this  well  all  the 
time,  but  I am  more  inclined  to  believe  that 
this  outpouring  of  food  and  wine  was  meant 
to  show  us  how  delighted  they  were  at  our 
visit.  Undoubtedly  some  of  the  hosts  and 
hostesses  for  our  group  spent  inthose  few 
days  the  food  allotment  for  a month,  but 
what  could  we  do  as  guests  but  mutter 
“Ephkaristo”  for  their  gracious  hospitality. 

Greece  remembers  with  profound  gratitude 
the  assistance  rendered  her  by  the  United 
States  in  the  years  following  World  War  II 
when  Marshall  Plan  Aid  meant  the  difference 
between  life  and  death.  Probably  this  visit 
of  the  Dover  group  was  the  first  opportunity 
these  people  had  to  show  how  they  felt  about 
America.  It  was  certainly  an  experience  to 
humble  any  one  person  when  the  medical 
director  of  a hospital  grasped  my  hand  and 
said,  “thank  you,  thank  you  for  giving  us 
this  hospital.”  Protestations  that  I repre- 
sented only  ONE  taxpayer  seemed  to  avail 
nothing,  so  now  I welcome  the  chance,  through 
this  article,  to  relay  to  you,  the  readers,  some 
of  the  feelings  expressed  to  me  by  these  won- 
derful Greek  people. 


Public  Health  In  Greece 

The  Director-General  of  Hygiene  is  answer- 
able  directly  to  the  Minister  of  Social  Welfare, 
who  is,  of  course,  a member  of  the  Cabinet. 
At  present,  the  Director-General  is  Dr.  El. 
Mavroulidis  and  his  office  is  at  17  Aristotelous 
Street,  Athens.  When  I expressed  an  interest 
in  visiting  the  School  of  Hygiene,  where  local 
health  officers  are  trained,  I was  referred  to 
Prof.  G.  Belios. 

In  Greece,  the  Department  of  Public  Health 
is  responsible,  not  only  for  carrying  out  the 
usual  type  of  programs  familiar  to  us  all,  but 
also  for  the  following: 

1)  Staffing  and  administration  of  the 
School  of  Hygiene  in  Athens. 

2)  Operation  of  certain  mineral  springs 
with  their  physiotherapy  and  rehabili- 
tation units. 

3 ) Maintenance  of  three  Experimental 
Malaria  Control  Stations. 

4 ) Staffing  and  administration  of  the 
various  hospitals  for  the  treatment  of 
Tuberculosis  and  other  diseases  of  the 
chest. 

I shall  attempt  to  describe  some  of  their 
activities  as  I saw  them  during  an  all-too- 
brief  visit. 

The  School  Of  Hygiene,  Athens 

Upon  the  request  of  Prof.  George  D.  Belios, 
head  of  the  department  of  Malariology  and 
Tropical  Medicine,  I lectured  the  students 
(public  health  physicians,  public  health 
nurses,  sanitary  engineers,  etc.)  on  May  10. 
This  class  of  200  persons  was  most  attentive, 
suffering  patiently  through  my  prepared 
speech  as  it  was  translated,  paragraph  by 
paragraph.  The  students,  for  the  most  part, 
had  already  served  “in  the  field,”  and  there- 
fore had  some  practicial  experience  with  the 
problems  encountered  in  public  health.  My 
lecture  was  very  general,  touching  on  the 
various  types  of  programs  we  have  in  Dela- 
ware, and  comparing  the  rural  economies  of 
the  two. 

Afterward  there  was  the  usual  question- 
and-answer  period,  and  I was  somewhat  sur- 
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Lamia,  Greece 

Dr.  Mires  (center,  right)  with 
several  members  of  the  hospital 
staff,  following  an  inspection  of 
the  new  hospital  for  the  treat- 
ment of  Tuberculosis  and  other 
Chest  Diseases.  Tuberculosis,  still 
a serious  problem  in  Greece,  is 
their  leading  communicable  dis- 
ease today. 


prised  when  all  of  the  questions  led  us  into 
the  problem  of  furnishing  adequate  medical 
care  to  the  aged.  There  seemed  to  he  the 
feeling  that  those  who  could  not  afford  to 
pay  for  their  care  in  the  U.S.  would  neces- 
sarily go  without.  Greece,  like  so  many 
nations  in  Europe,  has  a system  of  compulsory 
health  insurance,  and  the  audience  obviously 
felt  that  this  was  the  only  way  to  meet  the 
problem.  I explained  the  advantages  of  our 
voluntary  system  as  best  I could,  but  fear 
that  the  students  remained  unconvinced. 

Health  Spas 

The  mineral  springs  of  Greece  have  been 
famous  from  earliest  times  for  their  excep- 
tional healing  qualities.  Most  of  them  lie  in 
some  of  the  loveliest  Greek  scenery,  and  all 
offer  the  visitor  accommodations  in  modern 
comfortable  hotels  as  well  as  up-to-date  bath- 
ing installations.  At  the  same  time,  most 
of  them  are  sea-side  summer  resorts  and 
centers  for  tours  to  nearby  historical  sites. 

The  two  spas  we  visited  are  located  at 
Kammena  Vourla  and  Ipati,  both  in  the 
province  of  Phthiotis.  Kammena  Vourla  is 
on  the  shores  of  the  Eubean  Gulf,  204  km. 
from  Athens.  The  scenery  at  the  foot  of 
the  Kallidhromon  mountains  is  outstanding. 
These  hot  springs  are  very  high  in  NaCl  and 


maintain  a temperature  of  32°-34°C.  Recom- 
mended for  all  forms  of  arthritis  and  neuritis, 
etc. 

Ipati  is  232  km.  from  Athens  and  only  18 
km.  from  Lamia,  our  seat  of  operations.  The 
springs  originated  in  ancient  times  following 
a great  earthquake,  and  a round  building 
has  been  erected  over  the  place.  The  odor 
of  HjS  is  quite  noticeable  as  soon  as  the  door 
is  opened.  A new  physiotherapy  unit  has 
recently  been  completed  nearby,  and  one 
stands  among  the  huge  trees  at  the  foot  of 
Mount  Oitis  admiring  the  view  of  the  Sper- 
cheios  River  valley.  These  springs  are  at  a 
temperature  of  33.5°C,  and  are  recommended 
for  the  treatment  of  various  skin  diseases. 

Malaria  Control  Activities 

Because  of  the  serious  malaria  problem 
existing  in  certain  parts  of  Greece,  three  Ex- 
perimental Control  Stations  were  set  up  in 
the  years  immediately  following  World  War 
II.  It  will  be  recalled  that  Greece  went 
through  a horrible  Civil  War  in  those  years, 
when  the  Communists  were  attempting  to 
over-run  the  country.  Malaria  appears  to 
thrive  under  conditions  of  war,  pestilence  and 
famine,  and  such  was  the  case  in  the  1940’s 
and  early  ’50’s. 
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The  station  at  Lamia  serves  that  whole 
area  of  Thessaly,  and  all  statistics  as  well  as 
laboratory  specimens  are  collected  there. 
Since  peace  has  come  and  DDT  has  been 
widely  used  to  spray  the  interior  of  homes, 
malaria  incidence  has  dropped  precipitously. 
There  has  been  only  one  indigenous  case  of 
malaria  reported  in  Lamia  since  1959,  and 
the  hitherto  dangerous  vectors  of  Anopheles 
sacharovi,  superpictus  and  claviger  are  now 
rarely  found,  what  with  the  treatment  of  the 
marshes. 


The  entomological  staff  proudly  showed 
me  their  facilities  for  rearing  eggs,  larvae, 
pupae  and  adults  of  Anopheles  sacharovi. 
Specimens  are  prepared  for  shipment  to  the 
medical  schools,  for  even  in  Greece  now  there 
is  a scarcity  of  good  teaching  material.  I 
trust  that  this  happy  state  of  affairs  will 
continue  indefinitely. 


Tuberculosis  Control 


The  new  hospital  for  the  treatment  of 
Tuberculosis  and  other  Chest  Diseases  was 
opened  at  Lamia  in  1955,  and  has  a capacity 
of  250  beds.  I found  the  staff  extremely 


{Continued  from  page  234) 

REFERENCES 

1.  Centerwall,  Willard  R.  and  Centerwall,  Siegried  A,:  Phenylke- 

tonuria, Children’s  Bureau  Publication  No.  388,  1961,  U.  S. 
Department  of  Health,  Education  and  Welfare. 

2.  Foiling,  A.:  Phenylpyruvic  Acid  as  a Metabolic  Anomaly  in 

Connection  with  Imbecility.  Nord.  Med.  Tidskr.,  8:  1054-1059 
1934. 

3.  Foiling,  A.:  Phenylpyruvic  Acid  as  a Metabolic  Anomaly  in 

Connection  with  Imbecility.  Ztschr,  f.  physiol  Chem.  277: 

169-176,  1934. 

4.  Guthrie,  R.  and  Tiechkelmann,  H.:  The  Inhibition  Assay:  Its 
use  in  screening  urinary  specimens  for  metabolic  differences 
associated  with  mental  retardation.  Proceedings  of  London  Con- 
ference on  the  Scientific  Study  of  Mental  Deficiency,  London. 
England,  I960. 

5.  Guthrie,  R.:  Letter  to  the  Editor,  Journal  of  American  Medical 
Association.  Blood  Screening  for  Phenylketonuria  — 178.  863 
Nov,  25,  1961. 

6.  Guthrie,  R.:  Phenylketonuria  Detection  in  the  Young  Infant  as 
a routine  hospital  procedure.  A trial  oF  a Phenylalanine  Screen- 
ing  Method  in  400.000  Infants.  (Mimeographed  copy:  5-2-62). 

/.  Holt.  McIntosh,  Barnett:  Pediatrics.  13th  Edition.  Appleton 
Century  Crofts.  Pps.  1267-1269.  1962. 

8.  Hsia  D.  Y.:  Phenylketonuria:  The  Phenylalanine-Tirosine  Ratio 
in  the  Detection  of  the  Heterozygous  Carrier.  T Ment.  Defic 
Res.,  2:  8-16.  1958. 

9.  Hsia,  D.  Y.;  Driscoll,  K.  W.  and  Knox,  W.  E.:  Detection  by 
Phenylalanine  Tolerance  Tests  of  Heterozygous  Carriers  of 
Phenylketonuria.  Nature.  London,  178:  1239-1240,  1956. 

U).  Jervis.  G.  A.:  Phenylpyruvic  Oligophrenia:  Introductory  Study 
of  50  cases  of  Mental  Deficiency  associated  with  Excretion  of 
Phenylpyruvic  Acid.  Arch.  Neurol.  & Psychiat.  38:  944-963,  1937. 

11.  Jervis.  G.  A.:  Phenylpyruvic  Oligophrenia  Deficiency  of  Phenyla- 
lanine-Oxidizing System.  Proc.  Soc.  Exner.  Biology  and  Medicine 
82:  514-515,  1953. 

12.  Kaufman.  S.:  The  Enzymic  Conversion  of  Phenylalanine  to 
Tyrosine  Biochem.  at  biophy.  acta.  23:  445-446.  1957. 

13-  Knox,  W.  E.  and  Messinger,  E.  C.:  The  Detection  in  the 
Heterozygote  of  the  Metabolic  Effect  of  the  Recessive  Gene  for 
Phenylketonuria.  Am.  Journal  Human  Genet.  10:  530(J0,  1958. 

14.  Penrose,  L.  S.:  Inheritance  of  Phenylpyruvic  Amentia.  Lancet 
2:  1920194,  1935. 


grateful  for  this  gift  from  America  (paid  for 
out  of  the  Marshall  Plan  funds),  and  they  ob- 
viously maintain  it  with  loving  care.  The 
housekeeping  was  immaculate,  the  equipment 
is  in  good  order,  and  the  personnel  all  well 
versed  in  their  jobs. 

Three  of  the  visiting  nurses  (specialized 
public  health  nurses  for  Tuberculosis  Control) 
were  present  to  describe  their  activities.  As 
a patient  is  admitted  to  the  hospital  in  Lamia, 
he  is  thoroughly  questioned  concerning  the 
others  in  his  family  and  their  living  condi- 
tions. A Visiting  Nurse  makes  a trip  to  his 
village  to  arrange  for  the  epidemiological 
study  of  this  family  unit,  and  to  make  sure 
that  they  come  in  to  the  nearest  Chest  Clinic 
for  examination. 

Tuberculosis  is  still  a serious  problem  in 
Greece;  undoubtedly  it  is  the  leading  com- 
municable disease  in  that  country  today. 
There  are  no  mass  case-finding  activities  as 
we  know  them,  for  the  simple  reasons  that 
there  would  be  no  place  to  treat  all  the  cases 
discovered.  BCG  is  being  administered  in 
some  parts  of  Greece  following  the  extensive 
tuberculin  testing  of  school  childen. 

{Continued  from  page  241) 
sponsibility  for  human  life,  the  ethical  stand- 
ards of  the  pharmacy  profession  are  high,  and 
they  demand  conscientious  and  dependable 
performance,  sound  judgment,  and  tact.  The 
pharmacist  is  entrusted  with  the  storage  and 
distribution  of  dangerous  and  habit-forming 
drugs.  He  must  be  scrupulously  honest  in 
handling  and  dispensing  them. 

We  are  fortunate  and  proud  of  the  capable, 
honest  and  progressive  type  of  pharmacist 
who  practices  his  profession  in  Delaware.  They 
are  all  cooperative  in  medical  as  well  as  civic 
affairs.  They  render  efficient  service  to  phy- 
sicians and  the  public. 

Only  by  mutual  understanding,  full  knowl- 
edge of  all  of  the  facts,  and  sincere  efforts  to 
cooperate,  can  members  of  the  two  professions 
aid  and  assist  each  other  to  bring  the  finest 
of  health  care  to  the  people  of  the  “First 
State.” 

Willard  F.  Preston,  M.D. 
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NURSING  CARE -AT  HOME 


• Because  of  an  ever-increasing  older  age  group 
in  Delaware,  home  nursing  care,  under  the  super- 
vision of  private  physicians,  is  being  given  new 
impetus  in  the  nursing  program  of  the  State  Board 
of  Health. 


Elizabeth  M.  Ogden,  R.N. 


It  was  the  kind  of  story  Mrs.  Walton  the 
public  health  nurse  had  heard  before  and 
which  she  was  hearing  more  and  more  often 
these  days.  Dr.  Stone  had  just  called  to  ask 
her  to  visit  a 79  year  old  lady  who  lived  with 
her  husband  and  had  suffered  a cerebrovascu- 
lar accident.  He  felt  the  patient  was  going 
to  be  able  to  stay  at  home  with  the  help  of 
her  husband  and  a neighbor  who  stopped  in 
to  give  a hand  with  meals  and  shopping,  but 
he  wanted  the  nurse  to  help  them  with  the 
nursing  care  of  the  patient.  Later  he  would 
want  the  physical  therapist  to  set  up  a simple 
rehabilitation  regime. 

Quickly  Mrs.  Walton  rearranged  her  daily 
schedule  so  that  she  could  see  the  patient  on 
her  first  visit.  She  found  her  mildly  confused, 
with  a concerned  and  frightened  husband 
trying  to  change  her  nightgown.  Quickly  and 
deftly  she  helped  him  bathe  and  make  the 
patient  comfortable,  showing  how  to  put  joints 
through  “range  of  motion”  and  positioning  the 
affected  arm  and  leg  with  pillows,  a rolled 
towel  and  an  improvised  footboard.  She 
assured  the  husband  that  Dr.  Stone  felt  that 
his  wife  could  stay  at  home  and  that  with 
rest  and  care  she  would  be  back  baking  short- 
cake by  strawberry  time,  several  weeks  away. 
She  suggested  that  when  his  wife  was  ready 
they  move  the  T.V.  into  the  bedroom  where 


iMiss  Ogden,  R.N.,  M.S.  is  Director.  Division  of  Public  Health 
Nursing,  Delaware  State  Board  of  Health. 


he  could  bring  his  favorite  rocker  and  they 
both  could  keep  up  to  date  on  their  daytime 
serials.  A commode  and  a few  sickroom  sup- 
plies made  daily  care  easier,  and  soon  the 
patient  was  able  to  assist  with  her  own  care 
and  begin  to  feel  self-sufficient  again. 

So  began  a new  case  record  in  the  Kent 
County  Health  Unit,  opening  entry  reading 
“Patient  referred  by  Dr.  Stone,  Diagnosis 
CVA,  mild.  Orders:  General  care;  teacb 
range  of  joint  motion;  soft,  low-salt  diet. 
Check  with  him  in  a few  days  for  orders  for 
physical  therapy.”  When  the  record  was 
closed,  three  months  and  16  visits  later,  the 
patient  had  almost  normal  use  of  her  left  leg, 
some  limitation  in  use  of  the  arm,  but  no 
footdrop  or  contractures.  With  the  assistance 
of  the  nutritionist,  they  both  had  a new  un- 
derstanding of  good  nutrition  and  how  to 
limit  their  use  of  salt  without  sacrificing 
flavor  in  food.  The  patient  was  even  helping 
to  prepare  vegetables,  thanks  to  an  upright 
nail  placed  at  one  end  of  the  breadboard  to 
anchor  a potato  for  one-handed  peeling.  The 
husband  had  decided  to  have  a thorough 
physical  examination  and  had  been  found  to 
have  an  elevated  blood  pressure.  His  diet 
and  oral  medication  were  made  part  of  the 
household  routine  without  undue  concern, 
and  Mrs.  Walton  felt  they  were  nicely  ad- 
justed to  their  only  slightly  modified  life.  Dr. 
Stone  had  asked  her  to  stop  in  and  see  them 
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at  gradually  lengthening  periods,  so  that  her 
support  and  skilled  observation  would  be 
available  when  needed.  This  couple  did  not 
have  to  endure  the  separation  of  nursing  home 
care,  and  an  expensive  institutional  bed  was 
kept  ready  for  someone  more  critically  in 
need  of  it.  Other  case  records  show  needs 
for  such  nursing  skills  as  sterile  dressings, 
colostomy  instruction,  supervision  of  diabetic 
diets,  post-mastectomy  exercises. 

Nursing  care  in  the  home  is  not  new  to 
Delaware.  From  the  earliest  days  of  the 
Delaware  State  Board  of  Health  the  public 
health  nurses  have  been  the  working  arm — 
and  hands  and  feet  and  heart — of  the  Depart- 
ment’s personal  health  service  programs.  They 
are  the  nurses  dressed  in  navy  blue  who 
travel  Delaware’s  highways  and  byways  to 
visit  in  the  homes  of  those  who  need  the  nurse 
and  her  little  black  bag,  or  to  work  in  one  of 
the  variety  of  clinics  sponsored  by  the  State 
Board  of  Health  to  meet  such  public  health 
needs  as  the  control  of  tuberculosis  or  the 
protection  of  the  health  of  pregnant  women, 
infants  and  preschool  children.  Through  all 
these  years  they  have  visited  mothers  and 
newborn  babies  to  urge  medical  care,  have 
taught  hygienic  measures  to  lower  deaths 
from  infant  diarrhea,  encouraged  and  made 
possible  facilities  for  immunization  against 
communicable  diseases  as  such  protection  be- 
came available.  They  have  been  “casefinders” 
of  conditions  inimitable  to  community  health 
and  well  being  such  as  tuberculosis  and  crip- 
pling defects.  They  have  always  responded 
to  needs  for  nursing  care  of  the  sick,  al- 
though requests  for  this  have  been  few  in 
the  downstate  area.  In  Wilmington  and  the 
suburban  area  of  New  Castle  County  the  fine 
services  of  the  Wilmington  Visiting  Nurse 
Association  have  been  available. 

What  is  new  is  that  in  1962  the  Delaware 
State  Board  of  Health  felt  that,  with  an  ever- 
increasing  older  age  group  in  the  State,  home 
nursing  service  to  sick  patients  under  the 
care  of  the  private  physicians  should  be  given 
new  impetus  in  the  already  existing  nursing 
programs  of  the  three  County  Health  Units 
in  the  area  of  the  State  not  served  by  the 
Visiting  Nurse  Association.  The  addition 


of  a few  nurses  to  the  staff  and  the  possibility 
of  employing  additional  part-time  nurses  if 
the  demand  warrants,  has  made  it  possible 
to  offer  this  service  to  physicians  for  any  of 
their  patients  who  need  it.  While  nursing 
care  is  not  exclusively  a need  of  the  elderly 
it  is  estimated  that  1 in  5 persons  over  65 
has  some  difficulty  in  getting  about  and  for 
those  over  75  the  figure  rises  to  1 in  3.  Usually, 
families  who  can,  look  out  for  their  members 
who  need  a helping  hand.  But  for  those  pa- 
tients who  need  part-time  professional  nurs- 
ing care,  public  health  nurses  are  ready  to  be 
of  assistance. 

For  the  present,  no  charge  is  being  made 
by  the  Board  of  Health  for  visits  which  in- 
clude the  giving  of  nursing  care.  However, 
it  is  contemplated  that  a cost-of-visit  charge 
will  be  made  in  the  near  future  as  the  service 
grows,  the  fees  to  be  used  to  employ  nurses 
needed  for  this  service. 

Requests  for  nursing  care  in  the  home  may 
be  telephoned  to  any  one  of  the  Health  Unit 
offices,  preferably  by  the  patient’s  physician. 
If  the  referral  is  received  from  other  than 
the  physician,  the  nurse  will  contact  the  physi- 
cian for  his  orders  before  giving  nursing  care. 
A leaflet  describing  this  service  and  referral 
blanks  for  use  in  writing  orders  are  available 
to  any  physician  interested. 

Policies  governing  the  home  nursing  pro- 
gram have  been  formulated  and  have  been 
given  approval  of  the  State  and  County  Medi- 
cal Societies.  The  statement  of  these  policies 
begins: 

“In  addition  to  the  traditional  public  health 
nursing  services  directed  toward  the  control 
and  prevention  of  disease  and  the  promotion 
of  health,  home  nursing  care  is  given  (by  the 
Board  of  Health)  in  areas  of  the  State  not 
served  by  a voluntary  public  health  nursing 
agency.  The  goal  of  this  service  is  to  hasten 
recovery  and  rehabilitation  to  the  fullest  ex- 
tent and  to  help  patients  and  families  to  be- 
come as  self-sufficient  as  possible.  The  public 
health  nurse,  under  the  medical  direction  of 
the  family  physician,  shall  be  responsible  for 
coordinating  plans  for  the  total  nursing  care 
of  the  patient  in  the  home.  The  services  of 
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other  health  workers,  such  as  the  physical 
therapist,  nutritionist,  medical  social  worker 
and  occupational  therapist,  will  be  called 
upon  as  needed.”  The  policy  statement  also 
covers  such  headings  as  “Patients  to  be  under 
Medical  Care,”  “Physician’s  Orders,”  “Extent 
of  Nursing  Care  Prior  to  Obtaining  Physician’s 
Orders,”  “Reporting  to  Physician,”  and  “Limi- 
tation of  Services.”  Copies  of  this  statement 
are  also  available  to  physicians  on  request. 

Thus,  nursing  service  is  being  made  avail- 
able in  Delaware  in  the  American  way:  und(?r 
the  medical  supervision  of  the  family  physi- 
cian, by  qualified  nurses  whose  time  can  be 
utilized  economically  to  incorporate  this  serv- 
ice along  with  other  community  nursing  needs 
which  they  meet  under  the  medical  direction 
of  the  health  officer.  Nurses  employed  by  the 
State  Board  of  Health  are,  first  of  all,  gradu- 
ate professional  nurses,  registered  in  the  State 
of  Delaware  by  virtue  of  having  passed  the 
State  Board  examination.  If  they  are  not 
graduates  of  a collegiate  program  in  nursing 
approved  by  the  National  League  for  Nursing 
for  first-level  positions  in  public  health  nursing 
(today’s  minimum  qualifications  for  public 
health  nursing  preparation)  they  have  either 
acquired  additional  preparation  in  public 
health  nursing  by  attending  an  accredited  uni- 
versity or  are  in  the  process  of  acquiring  this 
preparation.  The  State  Board  of  Health  also 
employs  registered  nurses  who  are  not  public 
health  nurses  and  registered  practical  nurses 
who  work  along  with  the  public  health  nurse, 
in  certain  situations,  under  supervision. 

The  nurses  work  in  four  local  Health  Units 
— Wilmington,  New  Castle  County,  Kent 
County  and  Sussex  County — under  the  medi- 
cal direction  of  the  Executive  Secretary  of 
the  Board  of  Health  and  his  three  Deputy 
County  Health  Officers.  With  a director  of 
nursing  to  coordinate  the  service,  a super- 
vising nurse  in  each  unit  gives  full  time  at- 
tention to  her  staff  of  8 to  10  nurses  through 
conferences,  home  and  clinic  visitation  and 
in-service  education  to  uphold  the  quality  of 
service  given.  From  time  to  time  nurses  are 
sent  to  workshops  and  institutes  for  intensive 
training,  such  as  the  Institute  of  Physical 
Medicine  and  Rehabilitation  at  New  York 


University  which  a nurse  from  each  of  the 
three  county  units  recently  attended  for  a 
three-week  course  in  Rehabilitation  Nursing. 
The  public  health  nurses  have  direct  access 
to  specialist-consultants  in  the  Health  De- 
partment such  as  social  workers,  physical  and 
occupational  therapists,  speech  and  hearing 
therapists,  a psychologist,  and  because  of  their 
knowledge  of  resources  in  the  community  can 
be  helpful  to  the  physician  and  his  patients 
regarding  meeting  needs  for  sickroom  equip- 
ment, dressings,  etc. 

A generation  or  two  ago,  the  general  prac- 
titioner made  daily  visits  to  his  patients  who, 
if  they  were  acutely  ill  or  could  afford  it,  often 
had  “24  hour”  private  duty  nurses  at  home. 
Times  change.  The  telephone  switchboard 
has  given  way  to  long-distance  dialing.  If  it 
had  not,  it  is  said  that  every  female  over  the 
age  of  14  would  be  needed  to  man  switch- 
boards in  order  to  meet  present  day  telephone 
communication  needs.  Likewise,  nursing  needs 
would  be  astronomical  if  the  horse  and  buggy 
demands  of  one  nurse  to  one  patient  in  the 
home  existed.  Fortunately,  medical  progress 
has  made  it  possible  for  the  physician  to  see 
many  more  patients,  less  frequently,  who  re- 
cover more  quickly.  As  his  practice  has  be- 
come more  and  more  office-centered,  so  the 
public  health  nurse  (or  community  nurse, 
visiting  nurse  or  whatever  her  name)  can  give 
home  nursing  care  to  five  or  so  patients  a 
day  instead  of  one,  using  nursing  skills  which 
our  nurse  forebears  never  dreamed  of.  While 
times  and  skills  have  changed,  however,  the 
doctor-nurse  partner  relationship  remains  one 
that  can  truly  benefit  the  patients  and  families 
receiving  their  care,  and  this  can  very  clearly 
be  seen  in  the  home.  Thanks  to  astounding 
medical  and  surgical  advances,  and  the  appli- 
cation of  new  knowledge  about  rehabilitation 
— and  old  wisdom  about  friendly  support  and 
encouragement — to  nursing  skills,  people  are 
being  helped  by  today’s  family  physician- 
public  health  nurse  team  to  cope  with  illness 
in  the  family,  to  make  their  way  to  recovery 
or  rehabilitation,  to  live  satisfactorily  and  even 
sometimes  triumphantly  with  disability,  or 
to  die  in  dignity  with  skilled  and  comforting 
care,  sustained  by  a family  stabilized  and 
supported  in  time  of  crisis. 
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DETECTION  AND  SCREENING  PROGRAM 


* An  up-to-date  report  is  given  on  the  Statewide 
program  for  Phenylketonuria  detection  in  all 
babies  born  in  the  hospitals  of  Delaware.  This 
program  is  in  cooperation  with  a nationwide 
study  utilizing  the  “Inhibition  Assay”  method  de- 
veloped by  Doctor  Robert  Guthrie. 


Daniel  A.  Alvarez,  Jr.,  M.D. 


Phenylketonuria  oligophrenia  is  a prevent- 
able disease.  In  the  United  States  and  in 
Europe  the  incidence  of  the  disease  is  approxi- 
mately 1 in  25,000  population  and  constitutes 
1 percent  of  all  mentally  defectives.^-'  The  in- 
cidence varies  according  to  the  different  ethnic 
groups,  being  rare  in  Negroes  and  in  Hebrews 
of  European  origin.  It  seems  to  be  more 
prevalent  in  males  than  in  females. 

It  has  been  well  established  that  the  disease 
is  of  hereditary  origin.  Its  transmission  is  by 
autosomal  recessive  gene,  and  the  heterozy- 
gotes can  be  accurately  identified. Af- 
fected individuals  are  normal  at  birth  but  if 
not  detected  early  in  infancy,  progressive  fail- 
ure of  mental  development  begins  to  take 
place  and  will  not  be  noticeable  before  the 
fourth  month  of  life. 

Since  the  discovery  of  the  disease  by  Foi- 
ling in  1934-'^  the  simple  ferric  chloride 
method  for  testing  the  urine  has  been  in  use. 
A more  reliable  test  has  been  developed  by 
Dr.  Robert  Guthrie,  Associate  Professor  of 
Pediatrics,  University  of  Buffalo  Medical 
School,  Buffalo,  New  York.^-’-'’  He  found  that 
inhibition  of  growth  of  Bacillus  subtilis  ATCC 
6051  by  B-2-thienylalanine  in  a minimal  cul- 
ture medium  is  specifically  prevented  by  ad- 

Dr.  Alvarez.  M.D.,  Ph.D.,  is  Director.  Division  of  Maternal  and 
Child  Health,  Delaware  State  Board  of  Health. 


dition  of  proline,  phenylalanine,  phenylpyru- 
vic  acid,  or  phenyllactic  acid."'-^  This  finding 
permitted  the  development  of  a convenient 
agar  diffusion  microbial  assay,  employing 
small  filter  paper  discs  impregnated  with  blood 
serum  on  the  agar  surface.  The  results  of 
this  test  can  be  observed  by  the  degree  of 
inhibition  of  growth  of  B.  subtilis  around  each 
disc  whenever  phenylalanine  is  present  in  the 
blood.  This  method,  being  simple  and  reli- 
able, provides  the  opportunity  of  utilizing  it 
for  mass  screening  and  early  detection  of 
PKU  in  hospitals  while  the  infant  is  still  in 
the  nursery.  With  this  in  mind,  a nation- 
wide study  was  started  as  a program  entitled: 
“Phenylketonuria  detection  in  the  young  in- 
fant as  a routine  hospital  procedure.”  A 
trial  of  a phenylalanine  screening  method  in 
400,000  infants,  under  the  direction  of  Dr. 
Guthrie.*^ 

The  Delaware  State  Board  of  Health,  with 
the  cooperation  of  the  Delaware  Association 
for  Retarded  Children,  considering  this  new 
method  an  important  step  toward  the  early 
detection  of  phenylketonuria,  and  therefore  a 
new  tool  for  prevention  of  mental  retardation 
produced  by  the  disease,  has  entered  in  the 
national  wide  program.  The  nationwide  pro- 
gram is  under  the  sponsorship  of  the  Chil- 
dren’s Bureau  and  directed  by  Dr.  Guthrie.*’ 
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Materials  And  Methods 

Heavy  filter  paper  (Schleicher  and  Schuell 
#903)  is  used  in  all  PKU  blood  test  units. 
Each  blood  collecting  unit  has  three  circles 
printed  on  the  filter  paper  which  is  included 
in  the  patient’s  identification  slip.  The  pa- 
tient’s identification  slip  is  in  triplicate  and 
contains  space  for  personal  identification  no- 
tations, date  of  specimen,  date  of  first  milk 
feeding,  if  by  breast,  bottle  or  both,  and  the 
date  of  birth.  The  same  type  of  filter  paper 
is  used  for  collecting  the  urine  samples  at  the 
third  week  of  age  of  the  infant.  The  filter 
paper  in  this  case  is  divided  into  three  equal 
parts  to  furnish  enough  paper  to  the  mother 
to  obtain  one  sample  in  the  event  that  one  or 
two  parts  become  soiled.  There  is  a letter 
of  explanation  to  each  mother  with  the  in- 
structions for  collecting  the  urine  sample  at 
the  third  week  of  age  of  the  infant.  Envelopes 
addressed  to  the  Laboratory,  State  Board  of 
Health,  Dover,  Delaware,  and  duly  stamped 
are  included  with  the  letter  of  instructions  to 
each  mother  and  the  filter  paper  for  the  col- 
lection of  the  urine  sample.  The  filter  papers, 
for  blood  and  urine  samples,  the  letter  to  the 
mother,  the  envelope,  and  the  patient’s  identi- 
fication slip  are  all  serially  numbered.  Each 
PKU  testing  kit  contains  the  following: 

1.  Patient’s  identification  slip  in  triplicate 
with  attached  filter  paper  for  blood 
collection. 

2.  Envelope  containing  in  the  upper  left 
hand  corner  the  name  of  the  hospital, 
and  in  the  lower  left  the  name  of  the 
infant.  The  envelope  is  addressed  to 
the  Laboratory,  Delaware  State  Board 
of  Health. 

3.  'A  letter  of  instructions  to  the  mother. 

4.  Three  pieces  of  filter  paper  for  collect- 
ing the  urine  sample. 

5.  A sterile  blood  lancet. 

These  materials  are  supplied  to  the  State 
Board  of  Health  by  Dr.  Guthrie’s  laboratory 
at  Buffalo,  New  York,  where  the  central  lab- 
oratory and  headquarters  for  the  nationwide 
program  are  located. 

The  method  used  in  our  State  conforms 
with  the  instructions  received  from  Dr.  Guth- 


rie,'’ whereby  every  infant  born  in  a hospital 
is  tested  the  day  of  discharge  from  the  hos- 
pital which,  on  the  average,  is  on  the  second 
or  third  day  after  birth.  Each  participating 
hospital  is  furnished  with  enough  kits  accord- 
ing to  the  average  expected  births.  Before 
the  baby’s  discharge  from  the  hospital,  the 
blood  is  obtained  by  puncturing  its  heel  and 
three  drops  withdrawn,  each  to  fill  a circle 
printed  on  the  filter  paper  of  the  blood  col- 
lecting unit.  The  attached  identification  slip 
is  filled  out  at  the  same  time  and  the  two 
mailed  to  the  State  Board  of  Health  Labora- 
tory. For  that  purpose,  each  hospital  is  fur- 
nished with  large  manila  envelopes,  stamped 
and  addressed  to  the  State  Board  of  Health 
Laboratory.  These  envelopes  are  mailed  by 
the  hospital  once  weekly  with  the  blood  sam- 
ples taken  during  the  week.  The  laboratory 
of  the  State  Board  of  Health  processes  all  the 
.samples,  blood  and  urines,  as  they  arrive 
once  weekly  and  the  results  recorded  and 
tabulated. 

Our  hospitals  in  the  State  of  Delaware  have 
agreed,  in  order  to  reduce  to  the  minimum 
the  risk  of  contamination  of  the  nurseries  and 
also  to  minimize  the  cost,  to  have  the  nurse 
in  charge  of  the  nursery  or  the  pediatrician  in 
charge  of  the  care  of  the  infant,  withdraw  the 
blood  sample  on  the  day  of  the  infant’s  dis- 
charge. This  procedure  has  worked  very  well 
during  all  the  time  the  program  has  been  in 
progress. 

When  the  mother  is  discharged  from  the 
hospital  she  is  given  a stamped  envelope  ad- 
dressed to  the  Laboratory,  a letter  of  instruc- 
tions to  the  mother  and  filter  papers  for  col- 
lecting the  urine  sample.  We  have  found  that 
if  these  are  presented  directly  to  the  mother 
by  the  pediatrician  in  care  of  the  infant  or 
by  the  nurse  in  charge  of  the  nursery,  the 
response  from  the  mother  in  mailing  the 
urine  sample  at  the  third  week  of  age  of  the 
infant  is  by  far  greater  than  if  given  without 
any  explanation. 

The  laboratory  of  the  State  Board  of  Health 
reports  to  the  Division  of  Maternal  and  Child 
Health  all  the  presumptive  positive  results  in 
the  tests.  When  a re-check  is  necessary,  the 
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private  physician  taking  care  of  the  baby  is 
contacted  and  permission  requested  to  obtain 
a second  blood  and/or  urine  sample.  The  co- 
operation given  by  all  the  physicians  involved 
in  cases  where  the  results  obtained  in  the 
laboratory  required  a re-check  has  always 
been  generous  and  complete,  making  this  task 
an  uneventful  procedure.  Results  on  the  re- 
checks are  mailed  only  to  the  physicians  so 
that  they  can  be  included  in  the  baby’s  clinical 
record.  A monthly  report  on  the  status  of 
the  PKU  program  is  sent  to  each  participating 
hospital,  physicians  involved,  as  well  as  to 
cooperating  agencies. 

Results 

In  October  1962,  all  hospitals  in  the  State 
of  Delaware  had  participated  in  the  State- 
wide program.  In  August  and  September 
1962,  a trial  run  was  performed  by  several 
hospitals  to  iron  out  any  difficulties  which 
could  arise  from  the  procedures  and  organiza- 
tion to  follow.  Since  the  beginning  of  the 
program,  the  State  Board  of  Health  Labora- 
tory has  examined  5,504  blood  tests  and  4,016 
urine  tests,  making  a grand  total  of  9,520 
tests.  Of  these ,(^29  )vere  considered  presump- 
tive positives,  of  which  28  were  presumptive 
positive  urines  (8  Mg.%  or  higher)  and  1 
presumptive  positive  blood,  which  is  still  un- 
dergoing re-checking.  All  the  presumptive 
positive  urines  were  rechecked  and  confirmed 
as  false  positives.  Samples  of  urine  and  blood 
presumptive  positives  are  also  sent  to  Dr. 
Guthrie’s  laboratory  at  Buffalo,  New  York, 
for  confirmation  and  paper  chromatography 
studies.  So  far,  we  have  had  no  confirmed 
PKU  cases  in  the  state.  It  is  interesting  to 
point  out  that  the  urine  test  will  yield  posi- 
tive results  in  the  presence  of  a generalized 
aminoaciduria  or  of  phenylalanine,  proline, 
phenylpyruvic  acid,  phenyllactic  acid  and 
histidine.  We  have  had  two  confirmed  cases 
of  generalized  aminoaciduria  out  of  the  28 
false  positive  urines  examined.  These  two 
cases  were  confirmed  as  such  by  Dr.  Guthrie’s 
laboratory  after  paper  chromatography  work. 

Summary 

The  State  Board  of  Health  is  taking  an 
active  part  in  a nationwide  study  for  the  early 
detection  of  phenylketonuria  in  infants.  This 


program  is  aimed  at  the  testing  of  400,000 
infants  born  in  hospitals  throughout  the 
United  States,  and  is  under  the  direction  of 
Dr.  Robert  Guthrie.  The  Children’s  Bureau 
provides  the  necessary  funds  for  the  program. 
The  Delaware  Association  for  Retarded  Chil- 
dren as  been  cooperating  closely  with  the 
Delaware  State  Board  of  Health  in  providing 
funds  to  start  the  prograrfi.  The  method  used 
is  that  of  “Inhibition  Assay”  developed  by 
Dr.  Robert  Guthrie.^  The  infant’s  blood  sam- 
ple is  taken  on  the  day  of  its  discharge  from 
the  hospital.  In  Delaware,  generally,  this  is 
on  the  third  day  after  birth.  The  blood  is 
sent  by  the  hospital  to  the  laboratory  of  the 
State  Board  of  Health  for  PKU  testing.  Also, 
at  the  end  of  the  third  week  of  age  of  the 
infant,  each  mother  sends  to  the  laboratory 
a sample  of  her  baby’s  urine  to  be  tested. 
This  urine  sample  serves  as  a re-check  on  the 
baby  since  at  the  time  of  the  blood  testing 
the  baby  might  not  have  accumulated  enough 
phenylalanine  to  yield  a positive  assay  re- 
sponse. 

All  hospitals  in  the  State  of  Delaware  are 
participating  in  the  program  since  it  started 
in  October  1962.  The  Delaware  State  Board 
of  Health  laboratory  has  performed  9,520 
tests  since  the  beginning  of  the  program;  of 
these,  5,504  were  blood  tests  and  4,016  were 
urine  tests.  To  date,  no  case  of  PKU  has 
been  detected.  There  were  29  cases  which 
showed  a positive  assay  response,  of  which  28 
were  false  positive  urines  and  1 positive  blood 
which  at  this  time  is  undergoing  re-checking, 
both  in  our  laboratory  and  in  Dr.  Guthrie’s 
at  Buffalo,  New  York.  The  response  from 
the  mothers  in  mailing  the  sample  of  the 
baby’s  urine  at  the  third  week  of  age  has 
been  considered  one  of  the  highest  of  the  par- 
ticipating states.  For  the  month  of  April, 
the  percentage  of  mothers  mailing  the  urine 
samples  reached  73.7%  as  compared  with  a 
response  of  45.4%  at  the  beginning  of  the 
program  in  October  1962.  The  good  response 
from  the  mothers  in  mailing  the  urines,  as 
requested,  is  the  result  of  the  personal  efforts 
and  interest  of  the  physicians  and  nurses 
stressing  the  importance  of  the  test  to  the 
mothers  while  still  hospitalized. 

Continued — References  appear  on  page  228 
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MATERNAL  AND  INFANT  MORTALITY  RATES 


Trends  in  Delaware  1938-1962 


* In  this  article,  the  authors  compiled  statistical 
data  to  show  that  the  State  of  Delaware  is  one 
of  the  safest  for  childbirth  and  infants. 


i 

f 

f The  maternal  and  infant  mortality  rates  of 
* Delaware  reached  a new  record  low  in  1946. 
^ Since  then,  the  downward  trend  has  continued 
V making  the  State  of  Delaware  one  of  the 
safest  in  the  nation  for  childbirth  and  infants. 

( Factors  Responsible 

^ This  outstanding  achievement  is  due  to 
several  factors.  For  the  last  ten  years,  an 
increasing  proportion  of  babies  have  been  de- 
livered at  hospitals  under  well  trained  physi- 
cians. In  1953,  the  number  of  hospital  de- 
liveries was  94.4%  of  the  total  number  of 
childbirths  in  the  state  as  compared  with 
99.3%  in  1962. 

The  licensure  by  the  State  Board  of  Health 
of  midwives  was  reduced  to  five  for  the  entire 
state  in  1962.  In  1953,  the  number  of  mid- 
^ wife  deliveries  was  312  which  accounted  for 
3.7%  of  the  total  number  of  childbirths  for 
the  state  during  that  year.  In  1962,  ten 
years  later,  there  were  76  midwife  deliveries 

Dr.  Alvarez,  M.D.,  Ph.D.,  is  Director,  Division  of  Maternal  and 
Child  Health;  Mr.  Marshall  is  Asst.  Registrar  and  Statistician.  Vital 
Statistics,  State  Board  of  Health. 
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or  0.6%  of  the  total  number  of  11,307  child- 
births.  The  ratio  of  whites  to  non-whites 
delivered  by  midwives  in  1953  was  of  1-8, 
and  in  1962  of  1-2.  It  shows  a decline  of 
midwife  deliveries  of  non-whites  for  a ten- 
year  period.  This  is  probably  the  result  of 
the  awareness  of  the  expectant  mothers  of 
the  need  of  pre-natal  medical  care;  also,  the 
availability  of  pre-natal  clinics  throughout 
the  state  as  well  as  good,  sound  medical  and 
hospital  care.  Outstanding  contributions 
made  through  the  Maternal  and  Infant  Mor- 
tality Committee  of  the  Medical  Society  of 
Delaware,  through  fact-finding  studies,  in- 
dividual case  examination  and  the  promotion 
of  modern,  scientific  methods  in  obstetrical 
and  nursery  hospital  care,  are  contributing 
factors  for  the  low  maternal  and  infant  mor- 
tality rate. 

The  aforementioned  facts  are  the  most 
outstanding  ones  achieved  in  the  State  of 
Delaware  which  has  shown  a steady  down- 
ward trend  as  can  be  seen  in  the  graphs  and 
tables  to  follow. 
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INFANT  MORTALITY  RATES  SINCE  1938 

DELAWARE 

NUMBER  OF 
INFANT  DEATHS 
PER  1000 
LIVE  BIRTHS 


MATERNAL  MORTALITY  RATES  SINCE  1938 

DELAWARE 

NUMBER  OF 
MATERNAL  DEATHS 
PER  1000 
LIVE  BIRTHS 


Summary 

The  State  of  Delaware’s  maternal  and  in- 
fant mortality  rates  reached  a record  low  in 
1946.  The  gradual  and  steady  downward 
trend  has  placed  it  as  one  of  the  first  states 


for  safest  childbirth  and  infant  development. 
Scientific  progress  and  promotion  within  the 
hospitals  in  good  obstetric-nursery  methods, 
as  well  as  contributions  made  through  the 
Maternal  and  Infant  Mortality  Committee  of 
the  Delaware  Medical  Society,  and  the  avail- 
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Maternal  and  Infant  Mortality  Rates — Alvarez 


DELAWAKE  HATERNAL  MORTALITY  RATES 
BY  RACE  1938-1962 


DELAWARE  INFANT  MORTALITY  RATES 
BY  RACE  1938-1962 

Rate 

112  r 
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MIDWIFE  DELIVERIES 


DELAWARE 


Midwife  Deliveries  — Number 

Midwife  Deliveries  — Percentage  of 

Total 

Year 

White 

Non-White 

Total 

White 

Non-White 

Total 

1953 

58 

254 

312 

0.9 

16.5 

3.7 

1954 

50 

301 

351 

0.6 

18.3 

3.9 

1955 

40 

213 

253 

0.5 

12.3 

2.5 

1956 

28 

169 

197 

0.4 

9.3 

2.0 

1957 

44 

148 

192 

0.5 

7.6 

1.7 

1958 

22 

156 

178 

0.2 

7.4 

1.5 

1959 

32 

115 

147 

0.3 

5.5 

1.3 

1960 

38 

89 

127 

0.4 

4.1 

1.0 

1961 

39 

74 

113 

0.4 

3.1 

0.9 

1962 

32 

44 

76 

0.3 

1.9 

0.6 

HOSPITAL  DELIVERIES  BY  RACE  - 

-DELAWARE 

Number  of  Hospital  Deliveries 

Percent 

Delivered  in  Hospitals 

Year 

White 

Non-White 

Total 

White 

Non-White 

Total 

1953 

7487 

1238 

8725 

98.1 

78.4 

94.7 

1954 

7933 

1334 

9267 

98.4 

79.5 

95.2 

1955 

8725 

1475 

10200 

98.8 

84.6 

96.5 

1956 

9236 

1699 

10935 

99.1 

88.3 

97.3 

1957 

9731 

1865 

11596 

99.33 

91.15 

97.92 

1958 

9596 

1912 

11508 

99.44 

90.87 

97.90 

1959 

9567 

1987 

11554 

99.39 

92.46 

98.12 

1960 

9436 

2005 

11441 

99.31 

93.96 

98.32 

1961 

9479 

2222 

11701 

99.30 

95.44 

98.55 

1962 

9107 

2146 

11253 

99.35 

96.79 

98.85 

ability 

of  pre-natal 

clinics  throughout 

the 

advantage  of  the  medical  progress  and  the  : 

state,  are  responsible  factors. 

The  diminishing  number  of  midwives  and 
the  increasing  number  of  hospital  deliveries 
reaching  up  to  99.3%  in  1962  are  the  basic 
cause  for  lowering  the  rates  of  maternal  and 
infant  mortality.  There  continues  to  be  a 
high  risk  to  the  expectant  mother  who  arrives 
for  delivery  at  a hospital  without  previous 
medical  pre-natal  care.  These  are  also  on 
the  down  grade.  Pediatric  care  has  taken 


cilities  for  treatment  of  pediatric  emergencies 
within  the  hospitals  have  increased  to  a pos- 
sible safe  maximum.  It  is  likely  that  from 
now  on  the  downward  trend  will  not  be  as 
marked  and  significant  as  in  previous  years 
but  the  number  of  preventable  maternal  and 
infant  deaths  will  continue  a steady  decline 
to  a point  of  stabilization  as  soon  as  optimal 
facilities  and  steady  scientific  progress  con- 
tinue to  be  applied  for  the  benefit  of  both  the 
mother  and  the  infant. 


HOUSE  OF  DELEGATES,  Medical  Society  of  Delaware 
Sunday,  October  13,  1963,  Treadway  Inn,  Dover,  Delaware 


238 


September,  1963 


^uedt  ^Idltorial 

PUBLIC  HEALTH  AND  POPULATION 

Maynard  H.  Mires,  M.D. 


Every  profession  of  long  standing  is  gov- 
erned by  certain  rules  which  more  or  less  de- 
cide the  conduct  and  attitudes  of  its  members. 
The  Oath  of  Hippocrates,  first  enunciated  in 
the  Golden  Age  of  Pericles,  and  sworn  to  by 
countless  generations  of  physicians,  clearly 
indicates  the  scope  of  ethics  which  have  guided 
the  practicing  physician  for  centuries  past. 
There  are,  however,  perplexing  situations  in 
public  health  in  which  the  ethical  course  is 
not  specifically  prescribed. 

“Public  Health”  is  defined  as  the  sum 
total  of  the  health  of  individuals,  families, 
communities,  and  entire  nations.  Its  objec- 
tives include  not  only  the  prevention,  control, 
and  treatment  of  disease  and  disability,  but 
also  the  achievement  of  health  in  the  positive 
sense,  comprising  physical,  mental  and  social 
well-being. 

The  profession  of  public  health  can  be 
thought  of  as  a mosaic  of  several  specialties, 
drawing  upon  medicine,  nursing,  engineering, 
biology,  physics,  chemistry,  psychology,  and 
the  social  sciences.  The  primary  responsi- 
bility of  the  practicing  physican  may  be  his 
individual  patient  or  family,  but  the  public 
health  physician’s  “patient”  is  a group  of 
people,  or  an  entire  community,  or  a nation. 
In  such  a position,  he  has  been  able  to  in- 
stitute programs  on  a large  scale  which  have 
made  his  community,  a happier,  healthier 
place  in  which  to  live. 

What  have  been  the  consequences  of  the 
widespread  application  of  these  advances  in 
medicine  and  public  health?  One  result  has 
been  an  explosive  increase  in  population  den- 
sity in  many  parts  of  the  world.  Birth  rates 
have  remained  constant,  or  have  increased, 
while  rapid  increases  in  the  life  span  have 
been  brought  about,  particularly  in  recent  dec- 
ades. In  certain  underdeveloped  countries. 

Dr.  Mires,  F.A.P.H.A.,  is  Director,  Division  of  Local 
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this  has  produced  a marked  rise  in  the  num- 
ber of  young  people.  Opportunities  for  these 
young  people  are  generally  very  inadequate, 
or  even  lacking,  a situation  which  has  led  to 
the  intensification  of  nationalism  and  political 
instability.  Food  supplies  and  other  resources 
have  not  been  able  to  keep  pace  with  the 
population  increases. 

Is  public  health  involved  in  the  ethical  as- 
pects of  the  population  problem?  My  answer 
is  “yes”.  I am  convinced  that  the  public 
health  profession  must  accept  responsibility 
for  introducing,  with  great  vigor  and  ingenu- 
ity, the  elements  of  effective  education  in 
matters  of  health,  at  the  same  time  that  it 
applies  measures  for  prevention  and  control 
of  diseases.  The  term  “effective  education” 
specifically  includes  the  information  required 
for  the  regulation  of  reproduction  by  the  popu- 
lations involved. 

In  my  opinion,  to  fail  to  accept  this  respon- 
sibility would  be  just  as  wrong  as  to  fail  to 
apply  the  necessary  control  measures  in  an 
epidemic  of  communicable  disease. 

Two  of  the  great  forces  which  act  to  pro- 
duce the  uninterrupted  sequence  of  preg- 
nancies in  illiterate  and  primitive  peoples  are 
ignorance  and  fear.  Fear  of  the  loss  of  chil- 
dren to  disease  has  haunted  mankind  since 
earliest  times,  and  it  is  often  said  that  in 
some  parts  of  the  world  a mother  does  not 
count  any  of  her  offspring  as  truly  alive  until 
they  have  survived  the  smallpox.  These 
forces,  ignorance  and  fear,  will  yield  to  the 
changes  brought  about  as  primitive  living 
conditions  are  improved,  and  as  better  stand- 
ards of  personal  and  community  hygiene  are 
instituted,  provided  always  that  there  is  also 
a steady  advance  in  literacy  and  general  edu- 
cation. 

Reprinted  with  the  permission  of  the  Delaware 
State  A/ew.s  from  their  issue,  September  3,  1963 
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MEDICINE  AND  PHARMACY 


The  Profession  of  Pharmacy  is  associated 
in  the  minds  of  most  people  with  a drug  store 
— where  a pharmacist  is  found  preparing, 
compounding,  or  dispensing  drugs.  To  a 
lesser  degree  he  is  known  in  a similar  capacity 
in  a hospital,  hut  few  of  his  patrons  are  aware 
of  his  work  in  the  laboratories  of  pharmaceu- 
tical manufacturers — carrying  on  research, 
developing,  testing,  and  standardizing  new 
drugs  or  as  a teacher  and  member  of  the 
faculty  of  the  seventy  Colleges  of  Pharmacy 
throughout  this  country. 

This  is  partly  because  nine  out  of  ten  of 
the  approximately  130,000  pharmacists  in 
the  United  States  practice  their  profession 
in  retail  drug  stores  where  the  average  citizen 
has  contact  with  his  pharmacist  more  fre- 
quently than  with  any  other  members  of  the 
allied  disciples  of  health. 

Because  of  the  increasing  interdependence 
of  the  professions  upon  each  other,  it  is  im- 
portant to  recognize  the  clear  distinction  be- 
tween medicine  and  pharmacy,  as  well  as  the 
responsibilities  of  doctors  of  medicine  and 
pharmacists  in  their  interrelated  practices,  in 
best  serving  the  health  of  the  individual  pa- 
tient and  the  community. 

The  pharmacist  is  highly  regarded  and  re- 
spected in  his  community.  His  patrons  con- 
sult him  on  occasions  when  they  are  seeking 
help  in  cases  of  accident  or  medicine  in  sudden 
illness;  and  under  these  circumstances,  a phar- 
macist may  render  first  aid  as  dictated  by 
humanitarian  impulses  and  guided  by  scien- 
tific knowledge  and  common  sense — while 
understanding  at  the  same  time  his  legal  re- 
strictions and  the  limitations  which  exist — 
always  advising  them  to  consult  a doctor  or 
qualified  institution  for  continued  care. 

The  pharmacist  is  obliged  to  recognize  the 
prescription  as  being  an  extension  of  the 


diagnosis  and  treatment  for  a particular  pa- 
tient, determined  in  the  best  judgment  of  a 
doctor  of  medicine.  The  pharmacist  is  under 
a legal  professional  and  moral  obligation  to 
compound  and  dispense  that  prescription  ex- 
actly as  ordered  by  the  physician,  except  in 
those  instances  when  correct  pharmaceutical 
procedures  would  mandate  otherwise,  provid- 
ing it  will  not  interfere  in  any  way  with  the 
obvious  intent  of  the  prescriber  as  regards 
therapeutic  action. 

Whenever  there  may  exist  doubt  as  to  the 
interpretation  of  a particular  prescription,  the 
pharmacist  is  under  an  obligation  to  consult 
with  the  doctor  of  medicine.  Such  consulta- 
tion should  be  handled  in  a confidential  and 
professional  manner,  the  health  of  the  patient 
and  the  reputation  of  the  prescriber  being 
kept  uppermost  in  the  thoughts  of  the  phar- 
macist. 

The  pharmacist  is  under  obligation  not  to 
discuss  the  therapeutic  value  of  a prescription 
with  the  patient  nor  disclose  details  of  the 
composition  which  the  prescriber  has  with- 
held. These  details  are  the  province  of  the 
doctor  of  medicine. 

The  pharmacist  is  under  obligation  to  pro- 
vide complete  professional  pharmaceutical 
services  to  his  community,  and  part  of  this 
service  is  to  serve  as  a source  of  information 
to  doctors  of  medicine  on  all  phases  of  avail- 
able medication. 

At  present,  considerable  ambivalence  exists 
in  the  medical  profession  on  physician  owner- 
ship and  operation  of  pharmacies.  The  Ju- 
dicial Council  of  the  American  Medical  Asso- 
ciation has  taken  virtually  opposed  positions. 
In  November  of  1962,  a statement  was  sub- 
mitted to  the  House  of  Delegates:  “It  is  un- 
ethical for  a physician  to  participate  in  the 
ownership  of  a drug  store  in  his  medical  prac- 


240 


September,  1963 


President's  Message 


tice  area  unless  adequate  drug  store  facilities 
are  unavailable.  Five  months  later,  a revised 
council  statement  was  issued:  “It  cannot  he 
considered  unethical  for  a physician  to  own 
or  operate  a pharmacy  provided  there  is  no 
exploitation  of  the  patient.”  Many  physicians 
can  see  nothing  unethical  about  owning  a 
pharmacy,  except  that  ownership  might  be 
misconstrued  by  the  public  and  thus  influence 
public  opinion  and  relations  adversely.  Surely 
there  must  still  be  communities  in  the  United 
States  where  physician  owned  and  operated 
pharmacies  are  necessary,  as  well  as  areas 
where  it  is  absolutely  necessary  for  physicians 
to  dispense  medicines. 

The  doctor  of  medicine  has  an  obligation 
to  recognize  the  prerogatives  and  responsibili- 
ties of  the  pharmacist  and  promote  the  prac- 
tice of  pharmacy  as  a profession  and  should 
.seek  the  cooperation  of  the  pharmacist  in  the 
education  of  the  public  concerning  the  practice 
of  ethical  and  scientific  medicine.  Because 
of  his  intimate  and  frequent  contacts  with 
his  patrons,  the  pharmacist  has  an  unusual 
opportunity  to  acquaint  and  educate  the 
public  with  regard  to  the  subtle  insidious  at- 
tempted usurpation  of  the  right  of  free  enter- 
prise in  the  practice  of  medicine.  He  knows 
that  this  sinister  incursion  of  the  rights  of 
physicians  is  opposed  by  organized  medicine 
because  it  is  not  in  the  best  interests  of  good 
medical  care  for  our  citizens,  young  or  old. 

The  professions  of  medicine  and  pharmacy 
recognize  that  the  free  practice  of  all  pro- 
fessions of  health  has  been  the  keynote  upon 
which  has  been  built  the  finest  system  of 
health  care  that  the  world  has  ever  known. 
With  this  understanding,  the  professions 
recognize  that  any  interference  with  the 
free  practice  of  the  health  professions,  whether 
it  be  through  governmental  intervention,  im- 
proper recommendations,  or  forced  insurance 
plans  that  dictate  the  choice  of  practitioner, 
or  any  other  interference  will  not  be  tolerated. 
No  self-respecting  labor  union  would  declare 
that  its  members  are  servants  of  their  em- 
ployers. In  the  language  of  economics  the 
word  “service”  means  work — offered  for  trade 
on  a free  market  to  be  paid  for  by  those  who 
choose  to  buy  it.  This  is  consistent  with  a 


philosophy  that  Aristotle  and  Aquinas  so 
wisely  .saw  and  taught  and  which  modern  self- 
concept  theories  implement  for  us  in  our  own 
day — with  the  principle  that  the  origin  of 
friendly  relations  to  others,  lies  in  our  rela- 
tions to  ourselves. 

The  mission  of  health  is  of  the  highest  and 
noblest  kind.  It  has  been  motivated  by  ideals 
and  safeguarded  by  ethics,  and  the  results 
obtained  by  the  professions  so  engaged  have 
been  and  will  continue  to  be  rewarding. 

Sir  William  Osier  said,  “While  motivated  by 
ideals,  not  all  live  up  to  the  highest  ideals; 
far  from  it.  We  are  only  men — but  we  do 
have  ideals,  which  mean  much  and  are  real- 
izable, which  means  more.” 

Unauthorized  substitutions  of  drugs  and 
refills,  and  exorbitant  mark  up  on  urgent  and 
necessary  pharmaceuticals,  beyond  fair  profit 
— like  intellectual  dishonesty,  needless  sur- 
gery, indiscriminate  use  of  placebos,  and  the 
giving  of  “harmless  shots”  are  practices  which 
cannot  be  justified  by  either  profession. 

The  doctor  of  medicine,  however,  should 
refrain  from  advising  a patient  as  to  the  exact 
price  of  a prescription,  and  should  make  his 
instructions  on  a prescription  as  clear  as  pos- 
sible. To  this  end,  particularly,  refill  direc- 
tions should  be  included  on  each  prescription 
— if  he  so  desires.  The  physician  is  obliged 
to  recognize  the  legal  and  professional  pro- 
hibitions which  exist  as  regards  secret  formu- 
lae, coded  prescriptions,  rebate  arrangements, 
and  the  like.  Practitioners  of  medicine  and 
pharmacy  should  expose,  without  hesitation, 
illegal  or  unethical  conduct  of  members  of 
either  profession.  Fortunately,  the  rank  and 
file  of  the  medical  and  pharmacy  professions 
labor  honestly  and  earnestly  in  the  care  of 
the  sick,  with  a self-sacrificing  devotion  that 
animates  their  work. 

Like  the  physician,  the  nurse,  the  dentist 
and  all  members  of  allied  health  professions, 
the  pharmacist  can  be  certain  that  his  serv- 
ices are  greatly  needed.  He  not  only  con- 
tributes to  the  relief  of  suffering  and  treatment 
of  the  sick,  but  also  helps  to  protect  and 
maintain  the  health  of  the  people  he  serves. 
Because,  like  the  physician,  he  assumes  re- 
{Continued  on  page  228) 
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THE  MEAD  JOHNSON  SCHOLARSHIP  AWARDS 


Scholarships  to  aid  outstanding  young  phy- 
sicians planning  careers  in  the  general  practice 
of  medicine  are  available  from  the  American 
Academy  of  General  Practice  through  a grant 
to  the  Academy  by  Mead  Johnson  Labora- 
tories. Designed  to  help  young  physicians  in 
general  practice  residencies,  the  award  can  be 
used  in  either  the  first  or  the  second  year  of 
such  training,  although  no  physician  will  re- 
ceive an  award  for  two  consecutive  years. 
Candidates  may  be  interns,  first  year  general 
practice  residents  or  military  officers  who  have 
had  no  other  residency  training  the  summer 
following  the  selection  of  the  winners. 

All  candidates  must  have  completed  an  ap- 
proved internship,  have  shown  satisfactory 
scholastic  attainment,  and  be  in  need  of  finan- 
cial assistance  to  continue  training.  They 
must  also  be  United  States  citizens  who  intend 
to  enter  the  general  practice  of  medicine  in 
the  United  States. 

Each  candidate  must  submit  by  December 
1 a formal  application  to  the  Chairman,  Com- 
mittee on  Mead  Johnson  Awards  for  Gradu- 
ate Training,  American  Academy  of  General 
Practice.  He  must  have  been  accepted  as  a 
resident  in  an  approved  general  practice  resi- 
dency to  begin  the  following  summer,  or,  if 
acceptance  has  not  been  received  at  the  time 
the  application  is  filed,  must  submit  the  ap- 
proval as  soon  thereafter  as  possible. 

The  following  will  be  requested  by  the  Com- 
mittee to  complete  the  candidate’s  applica- 
tion: 


A letter  of  endorsement  from  the  supervis- 
ing physician  in  the  candidate’s  present  train- 
ing program. 

A recommendation  from  the  candidate’s 
medical  school. 

A recommendation  from  a member  of  the 
American  Academy  of  General  Practice. 

Completion  of  a series  of  psychological  and 
interest  tests  provided  by  the  Committee. 

Selections  are  made  the  following  February 
by  the  Committee,  and  names  of  the  winners 
are  announced  during  the  Academy’s  Annual 
Scientific  Assembly  in  March  or  in  April. 

Each  award  is  for  $1000,  which  must  be 
used  in  the  academic  year  it  was  awarded. 
The  stipend  is  divided  into  monthly  payments 
during  the  year  of  residency  training. 

' Winners  must  take  their  training  in  ap- 
proved general  practice  residencies.  While 
awards  are  designed  for  persons  intending  to 
engage  in  the  general  practice  of  medicine, 
recipients  are  not  bound,  legally  or  morally, 
to  undertake  this  type  of  practice  if  their 
plans  change. 

There  may  be  medical  students  or  interns 
in  Delaware  who  will  be  interested  in  pursuing 
this  program.  Dr.  William  H.  Duncan  is 
chairman  of  the  Delaware  Academy  of  General 
Practice’s  Committee  on  Mead  Johnson 
Awards,  and  will  be  happy  to  discuss  this 
program  with  anyone  who  is  interested. 
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Invitation  To  A Frederick  Stare,  M.D.,  Professor  of  Nutrition  and  Chairman  of  Depart- 

Lecture  ment  of  Nutrition,  Harvard  School  of  Public  Health,  will  give  an  address 

on  ‘'Diet  and  Heart  Disease,”  on  October  22,  at  8:00  p.m.,  Delaware 
Academy  of  Medicine.  Dr.  Stare  is  a widely  known  lecturer,  newspaper 
columnist  and  clinical  researcher.  The  lecture,  jointly  sponsored  by 
Delaware  Dietetics  Association,  Delaware  Home  Economists  and  the 
Academy  of  Medicine  will  be  open  to  the  general  public  and  all  physicians. 


Insect  Allergy  The  Insect  Allergy  Committee  of  the  American  Academy  of  Allergy  has 

amassed  a tremendous  amount  of  information.  They  state  that  hypo- 
sensitization is  recommended  whenever  possible  for  persons  who  have  had 
one  or  more  systemic  immediate-type  allergic  reactions  to  insect  stings. 
“The  committee  recommends  that  in  the  absence  of  any  serious  medical  contra- 
indications, known  insect  sting  sensitive  persons  receive  prescriptions  for  a kit 
containing  either  an  epinephrine  aerosol  for  inhalation  or  epinephrine  by  injection 
to  which  supplemental  antihistamine  and  steroid  tablets  may  be  added.  Steroids 
or  antihistamines  do  not  act  quickly  enough  in  the  actue  emergency  but  are  useful 
adjuncts.  Isoproterenol  sublingual  tablets  may  be  put  in  the  “emergency  kit”  but 
this  drug  does  not  counteract  shock.  Affected  person  should  be  given  advice  on 
avoidance  of  stinging  insects  and  told  how  to  minimize  spread  of  venom  by  use  of 
tourniquet  or  local  application  of  ice.  Flicking,  NOT  MASHING,  the  venom  sac 
of  a bee  to  remove  it  within  two  minutes  of  the  sting  reduces  the  venom  volume 
injected.  Bees,  wasps,  yellow  jackets  and  hornets  were  the  most  common  named 
offenders.  Other  insects  named  included  ant,  deer  fly,  mosquito,  and  triatoma. 
The  Committee  would  appreciate  physicians  sending  any  further  names 
and  addresses  of  insect-sting  allergic  persons  to:  Leonard  S.  Girsh,  M.D., 
Philadelphia  Representative,  Insect  Allergy  Committee,  3701  N.  Board  St. 


HEW  Notes  Recent  studies  have  shown  that  the  mammalian  heart  has  all  of  the 

enzymatic  machinery  needed  to  make  norepinephrine  from  tyrosine,  re- 
port a group  of  doctors  at  the  National  Heart  Institute,  in  a recent  issue 
of  Science.  The  important  role  played  by  norepinephrine  in  the  regula- 
tion of  cardiac  function  has  prompted  numerous  studies  on  the  mech- 
anisms whereby  the  heart  keeps  its  sympathetic  terminals  fully  “charged” 
with  this  amine.  In  studies  using  isolated  guinea-pig  hearts,  it  was  demon- 
strated that  the  guinea-pig  heart  is  probably  capable  of  synthesizing 
enough  norepinephrine  to  meet  its  everyday  needs.  This  could  be  the 
case  in  other  sympathetically  innervated  organs,  such  as  spleen,  brain, 
and  blood  vessels. 

A nation-wide  cooperative  clinical  study  of  anesthetic  agents  in  wide  use 
in  this  country  will  be  conducted  by  the  National  Academy  of  Sciences. 
It  will  provide  comparative  scientific  data  on  the  widely  used  drug,  halo- 
thane,  introduced  in  1956  and  estimated  used  for  more  than  half  of  the 
operations  in  this  country.  It  has  made  possible  the  successful  heart 
surgery  being  accomplished  today.  Earlier  this  year  however,  several 
deaths  due  to  liver  damage  were  reported  in  patients  who  had  received 
halothane.  Although  it  was  not  possible  to  determine  whether  any  of 
these  deaths  were  related  to  the  anesthetic,  the  questions  raised  require 
a large  scale  carefully  controlled  scientific  study. 
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DELEGATE’S  REPORT  OF  THE  ANNUAL  MEETING 


The  Woman’s  Auxiliary  to  the  American 
Medical  Association,  which  traditionally  con- 
venes at  the  same  time  as  the  American  Medi- 
cal Association,  held  its  40th  Annual  Meeting 
June  16-20  at  Atlantic  City’s  Haddon  Hall 
Hotel.  More  than  1300  members  registered 
for  this  interesting  and  informative  session. 

Our  president,  Mrs.  Charles  F.  Richards 
and  the  alternate  delegate  Mrs.  Willard  F. 
Preston,  gave  evidence  of  being  among  the 
session’s  hardest  working  members.  The  beach 
and  boardwalk,  although  very  inviting,  had 
to  be  eluded  while  we  listened  to  featured 
speakers,  state  and  committee  chairmen  re- 
ports and  participated  in  the  voting. 

The  role  of  the  physician’s  wife  in  prepar- 
ing for  national  emergencies  due  to  enemy 
attack  or  natural  disaster  was  discussed  by 
Mrs.  H.  Frederick  Stephens,  Auxiliary  Civil 
Defense  Chairman.  Mrs.  Stephens  urged 
that  every  local  Auxiliary  set  up  a Medical 
Self-Help  course  including  instruction  in  first 
aid,  nursing,  personal  health,  decontamination, 
sanitation,  and  fallout  survival. 

Gifts  totaling  $278,410.35  were  presented 
to  the  A.M.A.-E.R.F.  This  included  $227,- 
066.54  in  unrestricted  funds  for  medical 
schools  and  $46,343.81  for  the  student  loan 
guarantee  fund.  A gift  of  $5,000.00  was  also 
presented  as  a memorial  for  deceased  mem- 
bers. The  total  was  $34,513.13  more  than 
the  1962  contribution.  This  was  the  first 
year  in  which  Auxiliary  funds  were  given  to 
the  loan  program.  Ohio  and  Tennessee  tied 
for  the  Gastineau  Trophy. 

Dr.  William  B.  Walsh  spoke  to  us  on  Pro- 
ject Hope.  He  expressed  appreciation  to  the 
ladies  for  the  lending  of  their  husbands.  These 
men  are  the  real  heart  of  Hope — always 
teaching  self-help. 

Another  featured  speaker  was  Rep,  Bruce 
Alger  (R. -Texas)  who  discussed  “Doctors 


Concern  with  Federal  Legislation.”  He  out- 
lined a positive  program  for  all  Americans, 
which  included  federal  fiscal  responsibility, 
tax  reform  comparable  to  earning  power. 

One  of  the  highlights  of  the  convention  was 
the  presentation  of  a special  commendation 
from  the  Auxiliary  to  the  charming  and  tal- 
ented actress,  Donna  Reed,  for  her  portrayal 
of  a doctor’s  wife  in  “The  Donna  Reed  Show.” 
The  award  first  given  to  a non-member  by 
the  Auxiliary  said  that  “through  her  tele- 
vision program  she  exemplifies  the  ideals  and 
dedication  of  a doctor’s  wife  in  a warmly  un- 
derstanding manner.”  Miss  Reed  responded 
that  Auxiliary  members  “deserve  an  award 
for  being  the  world’s  most  understanding 
wives.” 

Other  topics  discussed  at  the  meeting  in- 
cluded health,  careers,  rural  health,  gun  safety 
and  suicide  prevention.  Each  emphasized  pro- 
grams to  serve  community  needs. 

Mrs.  C.  Rodney  Stoltz  of  Watertown,  South 
Dakota,  was  installed  as  president  at  the  con- 
clusion of  five  business  crammed  days. 

This  year  our  Delaware  Auxiliary  was  recog- 
nized when  our  past  president,  Mrs.  Lemuel 
C.  McGee,  was  chosen  to  serve  as  a National 
Director.  We  all  join  in  extending  sincere 
congratulations. 

The  Auxiliary  year  1961-62  has  been  writ- 
ten— a year  of  progress — which  will  surely 
lead  to  greater  years  ahead.  During  the 
coming  year  our  theme  will  be  one  of  com- 
bining service  and  communication.  We  often 
fail  to  serve  through  failure  to  communicate. 

May  we  now  pledge  ourselves  to  work  to- 
gether to  attain  our  goals  so  that  our  organiza- 
tion will  grow  and  we  will  advance  the  cause 
of  a wonderful  group  of  men — our  doctor 
husbands. 

Mrs.  H.  Thomas  McGuire,  Delegate 
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TREATMENT  OF  OSTEOPOROSIS 

WITH  AN  ANABOLIC  COMPOUNDt  AND  L-LYSINE* * 


* The  use  of  an  anabolic  hormone,  with  and 
without  supplementary  L-lysine,  in  the  treatment 
of  osteoporosis  of  varying  etiology  is  reported. 
Radiological  evidence  for  halting  or  reversal  of 
osteoporosis  alone  was  obtained  within  140-169 
days. 


In  the  normal  individual  there  is  a con- 
stant loss  and  replacement  of  bone  through- 
out the  skeleton.  At  times  this  equilibrium  is 
disturbed  with  the  result  that  osteoporosis 
may  develop.  Osteoporosis  may  be  defined  as 
a failure  to  form  sufficient  bone  matrix  or 
ground  substance.  This  defect  is  due  to  an 
altered  protein  metabolism.  The  osteoblasts 
form  matrix  and  also  cause  the  deposition  of 
mineral  salts  to  form  bone.  The  osteoclasts, 
on  the  other  hand,  are  responsible  for  the  bony 
absorption. 

Hydroxylysine  is  essential  for  the  formation 
of  bone  matrix.  This  substance  is  available 
only  through  adequate  intake  and  assimila- 
tion of  dietary  levo-lysine.  Because  of  poor 
dietary  habits,  the  diet  in  many  individuals, 
especially  elderly  persons,  is  frequently  strik- 
ingly deficient  in  lysine.  This  fact  helps  ex- 
plain the  frequency  of  osteoporosis  in  the  aged 
patient. 

iDr.  Heather  is  Medical  Director.  Eugene  du  Pont  Memorial 
Hospital  and  Rehabilitation  Center;  Section  Chief.  Department  of 
Physical  Medicine.  Memorial  Hospital;  Associate  in  Medicine 
(Physical  Medicine),  Delaware  Hospital,  Wilmington,  Delaware. 


tSK&F  j!f:66l2  (4-chloro-17-alpha-methyl- 19-nortestt>sterone ) Smith, 
Kline  & French  Laboratories.  Philadelphia,  Pennsylvania. 

*L-Lysine  (L-Lysine  monohydrochloride ) Enisyl.  Luke  Pharmaceu- 
tical, Inc.  New  Castle.  Delaware. 


Arthur  J.  Heather,  M.D. 

Protein  metabolism  is  altered  to  varying 
degrees  in  many  disease  states  and  leads  to  the 
development  of  osteoporosis.  For  instance, 
the  physiological  withdrawal  of  estrogen  in 
the  postmenopausal  female  interfers  with  pro- 
tein metabolism  and  not  infrequently  leads  to 
the  development  of  advanced  and  at  times 
disabling  osteoporosis.  Osteoporosis  is  also 
commonly  seen  in  rheumatoid  arthritis,  in 
the  bones  below  the  level  of  the  lesion  in  the 
spinal  cord  injury  patient,  and  in  patients 
receiving  corticosteroids  for  prolonged  periods 
of  time.  In  fact,  one  of  the  increasingly 
common  causes  of  osteoporosis  is  the  use  of 
corticosteroids.  The  use  of  these  hormones 
greatly  accelerates  bony  demineralization  in 
such  conditions  as  rheumatoid  arthritis,  the 
postmenopausal  state  and  in  patients  on  a 
protein  deficient  diet.  The  corticosteroids 
enhance  the  development  of  osteoporosis  by 
their  adverse  action  on  protein  metabolism. 
These  hormones  are  known  to  increase  the 
rate  of  conversion  of  amino  acids  to  glucose 
and  to  depress  the  rate  of  protein  anabolism. 
It  has  also  been  postulated  that  proteins  are 
further  lost  by  impaired  tubular  resorption 
in  the  kidneys  of  patients  taking  the  drugs. 


October,  1963 


245 


Delaware  Medical  Journal 


As  stated  earlier,  the  failure  of  the  develop- 
ment of  bone  matrix  leads  to  the  development 
of  osteoporosis.  The  matrix  cannot  be  formed 
unless  there  is  an  adequate  supply  of  L-lysine 
present,  since  it  is  the  precursor  of  hydro- 
xylysine. 

Amino  Acid  Requirements  Elevated  In  Old  Age 

Tuttle  has  shown  that  the  amino  acid  re- 
quirements are  elevated  in  old  age.  For  in- 
stance, he  estimates  that  a healthy  elderly 
man  requires  about  three  and  a half  times 
as  much  lysine  to  maintain  nitrogen  equi- 
librium as  a young  man.  Wasserman  et  al 
have  demonstrated  that  lysine  and  arginine 
increase  the  absorption  and  utilization  of 
calcium  in  laboratory  animals.  Likens  also 
has  demonstrated  that  the  feeding  of  lysine 
increased  the  calcium  content  of  the  growing 
ends  of  the  tibia  in  laboratory  rats.  Other 
investigators  have  shown  that  improved  bone 
development  and  increased  bone  density  re- 
sulted in  a group  of  children  maintained  on 
a lysine-supplemented  diet.  The  control  group 
of  children  failed  to  show  the  increased  bone 
development  demonstrated  by  those  receiving 
a lysine  supplement.  From  these  observa- 
tions, it  seems  highly  probable  that  the  pre- 
vention and  treatment  of  osteoporosis  requires 
an  adequate  intake  of  the  amino  acid  L-lysine. 

Recently  much  emphasis  has  been  placed 
on  the  use  of  anabolic  hormones  to  overcome 
negative  nitrogen  balance  common  in  the 
pathological  states  mentioned  earlier  in  this 
paper.  Some  of  the  drugs  now  available  ex- 
hibit a lessened  androgenic  potency  and  re- 
duced salt  retention,  and  are  reported  less 
likely  to  cause  liver  damage,  such  as  at  times 
seen  when  methyltestosterone  has  been  used. 
Therefore,  the  advent  of  “safe”  anabolic  hor- 
mones, together  with  the  availability  of  L- 
lysine,  led  to  the  institution  of  a study  of  the 
effectiveness  of  this  combination  in  the  treat- 
ment of  osteoporosis. 

Smith  Kline  and  French  Laboratories  made 
available  a supply  of  their  anabolic  drug, 
SK&F  #6612,  for  the  study.  The  compound 
is  4-chloro- 1 7-alpha-methyl- 1 9-nortestoster- 

one.  The  drug  was  supplied  in  capsules  of 
of  two  strengths,  1.25  and  2.5  milligrams  re- 


spectively. The  investigator  did  not  know 
which  strength  was  being  administered  until 
the  study  was  completed.  Luke  Pharmaceu- 
tical, Inc.,  of  New  Castle,  Delaware,  furnished 
a supply  of  300  mgm.  tablets  of  L-lysine 
(Enisyl). 

Seventeen  known  osteoporosis  patients  were 
started  on  the  study  after  laboratory  studies 
and  x-rays  were  obtained.  Eight  patients 
were  placed  on  the  following  medical  regime; 
One  anabolic  capsule  twice  daily  and  one 
lysine  tablet  three  times  daily  with  meals. 
Nine  patients  were  to  take  only  the  anabolic 
hormone.  In  this  latter  group  of  patients 
six  were  dropped  from  the  study.  This  was 
necessary  in  five  patients  because  of  failure 
to  follow  the  medical  program  as  outlined. 
The  sixth  patient  suffered  a coronary  occlus- 
ion shortly  after  the  study  was  instituted. 

As  stated  above,  before  the  study  was  in- 
stituted and  again  at  the  end  of  the  six- 
teenth week,  all  patients  had  roentgenographic 
studies  of  the  lumbar  spine  and  pelvis.  The 
exact  technique  at  the  original  examination 
was  recorded  and  the  same  procedure  was 
repeated  at  the  end  of  the  study  by  the  same 
x-ray  technician.  This  eliminated  variation 
in  examination  techniques  and  reduced  the 
possibility  of  error  in  the  films. 

Laboratory  Studies 

Each  patient  also  had  a battery  of  labora- 
tory studies  done  at  the  beginning  of  the 
study  and  at  the  end  of  the  eighth  and  six- 
teenth weeks,  as  follows; 

Hematocrit 

Hemoglobin 

Red  Blood  Count 

Reticulocytes 

Bromsuphalein 

Alkaline  Phosphatase 

Transaminase  SCOT 

A description  of  the  method  used  to  mea- 
sure changes  in  bone  density  is  given  below; 
As  stated  earlier,  the  techniques  of  making 
the  examinations  roentgenographically  was  re- 
duplicated as  exactly  as  possible  to  minimize 
errors.  A Photovolt  Corporation  Electronic 
Photometer  was  used  to  measure  quantitively 
the  amount  of  light  transmitted  through  the 
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Patient 

Sex 

Age 

Diagnosis 

TABLE  1 

Cortico-Steroids 
Daily  Dose  mgm. Lysine 

Duration 
of  Therapy 
Days 

SK&F 

#6612 

Daily 

Dosage 

mgm. 

Bone 

Density 

Changes 

Light 

Units 

C.M.C. 

F 

77 

Rheumatoid 

Arthritis 

Methyl- 

Prednisolone 

4 

No 

166 

5.0 

+ 9 

M.C. 

F 

58 

Rheumatoid 

Arthritis 

2 

Yes 

164 

2.5 

+ 20 

J.H. 

F 

75 

Rheumatoid 

Arthritis 

4 

No 

167 

2.5 

+ 6 

L.D. 

F 

39 

Rheumatoid 

Arthritis 

8 

Yes 

169 

2.5 

+ 17 

F.B. 

F 

65 

Rheumatoid 

Arthritis 

Triamcinalone 

6 

Yes 

169 

2.5 

+ 10 

P.W. 

F 

63 

Rheumatoid 

Arthritis 

Prednisone 

10 

Yes 

140 

5.0 

+ 20 

J.K. 

F' 

43 

Rheumatoid 

Arthritis 

Prednisone 

7.5 

Yes 

161 

2.5 

+ 17 

L.W. 

M 

33 

C-7  Level 
Quadriplegic 

None 

Yes 

163 

5.0 

+ 10 

E.S. 

F 

72 

Postmenopausal 

Osteoporosis 

None 

Yes 

114 

5.0 

+ 20 

R.B. 

M 

31 

Idiopathic 

Osteoporosis 

None 

No 

162 

2.5 

+ 3 

D.H. 

F 

44 

Postmenopausal 

Osteoporo.sis 

None 

Yes 

162 

5.0 

+ 20 

lumbar  vertabrae.  Measurements  of  the  dif- 
ference in  light  units  between  the  final  and 
original  roentgenograms  were  recorded  as 
units  of  density  change.  The  change  in  light 
units  was  due  to  changes  in  bone  density. 
To  further  eliminate  possible  sources  of  error, 
the  roentgenologist  (P.A.S.*)  did  the  studies 
in  the  evening  in  his  private  office  to  avoid 
variations  in  voltages  such  as  are  often  ob- 
served in  the  hospital  x-ray  department.  It 
was  felt  that  voltage  surges  in  the  electrical 
circuits  could  possibly  affect  the  view  box 

*Dr.  P.  A.  Shaw.  Director  of  the  Department  of  Radiolo^iy,  Memorial 
Hospital.  Wilmington,  Delaware. 


light  intensity  and  give  incorrect  readings. 
The  view  boxes  used  had  new  lighting  ele- 
ments inserted  and  photometer  measurements 
showed  a difference  of  only  approximately  one 
photometric  unit  between  the  two  view  boxes. 

In  this  study  the  units  of  increased  density 
are  the  differences  in  density  as  expressed  by 
the  photometer.  The  greater  the  bone  density, 
the  higher  the  number  of  light  units  trans- 
mitted. We  felt  that  this  technique  was 
sound  scientifically  and  would  eliminate  the 
possibility  of  significant  errors  in  gross  view- 
ing of  the  films. 
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TABLE  2 


Patient 

Appetite 

Muscle 

Strength 

Mood 

Weight 

Lbs 

Hemoglobin 

GM. 

Hematocrit 

% 

Lysine 

C.M.C 

Improved 

Improved 

Unchanged 

+ 2 

10.3—12.9 

32.9—41.2 

Yes 

M.C. 

Unchanged 

Improved 

Improved 

+ 4 

13.3—16.1 

43.9—49.4 

Yes 

J.H. 

Unchanged 

Unchanged 

Improved 

— 2 

14.5—16.6 

46.2—49.9 

No 

L.D. 

Unchanged 

Improved 

Unchanged 

+ 13 

11.7—14.1 

37.2—45.3 

Yes 

F.B. 

Improved 

Improved 

Improved 

+ 8 

11.8—11.6 

37.4—37.0 

No 

L.W. 

Improved 

Improved 

Improved 

+ 18 

11.4—14.1 

34.0—43.7 

Yes 

E.S. 

Unchanged 

Improved 

Improved 

+ 3 

13.5—15.1 

41.2—46.6 

Yes 

R.B. 

Improved 

Improved 

Unchanged 

+ 12 

16.7—16 

46.8—45.5 

No 

D.H. 

Improved 

Improved 

Improved 

+ 6 

13.5—12.8 

43.4—41.4 

Yes 

P.W. 

Improved 

Improved 

Unchanged 

+ 1 

12.3—12.3 

40.0—43.1 

Yes 

J.K. 

Unchanged 

Improved 

Improved 

+ 2 

10.2—12.3 

33.0—38.2 

Yes 

The  h 

emoglobin  an 

d hematocrit 

values  are  recorded  above 

as  the  original 

and  final  determinations. 

Table  1 shows  the  changes  in  bone  density, 
along  with  other  pertinent  data.  The  changes 
in  bone  density  are  given  as  positive  num- 
bers, reflecting  the  fact  that  all  observed 
changes  were  in  the  direction  of  increased 
bone  density.  It  is  noteworthy  that  the  pa- 
tients showing  the  least  response  were  those 
who  received  only  the  anabolic  hormone. 
Those  showing  the  best  response  in  increased 
bone  density  were  taking  both  the  anabolic 
hormone  and  L-lysine.  All  patients  were  ex- 
amined in  the  office  at  two-week  intervals  and 
questioned  regarding  any  noticeable  change 
in  muscle  strength,  mood  elevation,  sense  of 
well  being,  etc.  The  hematocrits  as  well  as 
changes  in  appetite  and  weight  were  also 
recorded  and  are  shown  above  (Table  2). 

Results 

The  results  of  this  study,  although  confined 
to  a small  number  of  patients,  appear  suffici- 
ently impressive  to  warrant  further  investi- 
gation of  the  combination  of  an  anabolic 
agent  with  L-lysine  in  the  treatment  of  osteo- 
porosis. 

All  patients  in  the  series  showed  an  increase 
in  bone  density.  However,  the  eight  taking 


both  the  anabolic  hormone  and  L-lysine 
demonstrated  a rather  pronounced  improve- 
ment in  the  ostoporotic  condition.  In  four 
of  these  patients  bone  density  improved  20 
light  units  in  density,  and  the  average  change 
for  the  lysine-supplemented  group  was  16.7 
units. 

The  three  patients  who  were  maintained  on 
the  anabolic  compound  alone  showed  improve- 
ments of  3,  6,  and  9 light  units  respectively. 
Thus,  the  average  in  this  latter  group  was  6 
units,  compared  to  the  16.7  unit  average  for 
the  anabolic  hormone  plus  L-lysine  treated 
patients. 

Ten  patients  reported  an  increase  in  gen- 
eral muscle  strength.  In  six  there  was  an 
increase  in  appetite,  and  all  but  one  patient 
gained  weight.  The  one  exception  was  J.  H. 
who  lost  two  pounds.  The  average  weight 
gain  for  the  other  ten  patients  was  6.9  pounds. 
Gains  in  weight  ranged  from  1 to  18  pounds. 
The  increased  body  weight  did  not  result  from 
fluid  retention.  There  was  no  peripheral 
edema  noted.  The  weight  gain  was  generalized 
and  appeared  to  be  manifested  by  an  increased 
body  musculature.  Increased  muscle  was 
noted  in  those  patients  who  gained  six  or 
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more  pounds.  The  most  striking  increase  in 
weight  was  observed  in  L.  W.  a quadriplegic, 
male,  33  years  old.  The  patient  had  lost  28 
pounds  since  the  onset  of  his  paralysis  and 
had  regained  only  8 pounds  of  this  at  the  time 
the  study  was  started. 

Alterations  also  occurred  in  the  hemoglobin 
and  hematocrit  levels.  In  eight  patients  the 
levels  increased,  while  one  showed  no  ap- 
preciable change  and  in  two  patients  the 
levels  decreased.  Only  two  patients  in  the 
group  of  eight  showing  increases  were  taking 
hematinics  (ferrous  sulfate),  while  seven  of 
the  eight  were  receiving  lysine.  Of  the  re- 
maining three  patients  who  showed  a decrease 
or  no  change  in  hemoglobin  and  hematocrit 
levels,  one  was  taking  only  the  anabolic  drug; 
the  second  received  this  drug  plus  lysine;  and 
the  third  patient,  who  showed  no  appreciable 
change,  was  receiving  supplementary  iron 
but  not  lysine. 

Summaty 

The  use  of  an  anabolic  hormone,  with  and 
without  supplementary  L-lysine,  in  the  treat- 
ment of  osteoporosis  of  varying  etiology  is 
reported.  Radiological  evidence  for  halting  or 
reversal  of  osteoporosis  was  obtained  within 
140-169  days.  Administration  of  L-lysine 
with  the  anabolic  agent  increased  the  average 
gain  in  bone  density  over  that  obtained  with 
the  anabolic  agent  alone.  The  results  obtained 


in  this  limited  study  are  encouraging  and 
warrant  further  investigations  of  the  consider- 
ation of  an  anabolic  agent  and  L-lysine  in 
the  treatment  of  osteoporosis.  The  author 
feels  that  the  next  group  of  patients  studied 
should  have  calcium  and  iron  absorption  and 
excretion  determinations,  conducted  along 
with  the  laboratory  and  roentgenographic 
studies.  This  additional  information  is  needed 
to  confirm  the  results  reported  in  the  present 
study. 
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FEDERAL  LOANS  FOR  MEDICAL  STUDENTS 


A new  $235  million  program  providing  financial  aid  for  construction  of  med- 
ical schools  and  loans  to  medical  students  has  been  approved  by  the  federal 
government. 

The  new  law  authorizes  a loan  program  for  full-time  students  in  schools  of 
medicine,  dentistry  and  osteopathy.  Schools  will  be  required  to  give  preference 
to  first-year  students  in  the  school  year  1963-64;  loans  may  not  exceed  $2000  for 
a student  in  any  academic  year;  loans  will  be  repayable  over  a ten  year  period 
which  would  begin  three  years  after  the  student  ceases  to  pursue  a full-time 
course  of  study;  the  unpaid  balance  of  the  loan  will  bear  3%  interest  per  annum 
or  the  going  federal  rate  for  obligations  having  a 15  year  or  more  maturity- 
whichever  is  higher;  loans  will  be  made  without  security  or  endorsement,  except 
in  the  case  of  a minor  where  the  note  would  not  create  a binding  obligation. 

The  bill  authorizes  a three-year,  $175  million  matching  grant  program  for 
the  construction,  replacement,  or  rehabilitation  of  accredited  public  or  non- 
profit teaching  facilities  for  the  training  of  physicians,  dentists,  pharmacists, 
optometrists,  podiatrists,  nurses,  or  professional  public  health  personnel. 
Washington  Newsletter,  AMA. 
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HEARING  CONSERVATION  PROGRAM 


State  of  Delaware  1953-1962 


• A review  of  the  Hearing  Conservation  Program 
in  the  State  of  Delaware  in  the  last  ten  years 
outlining  the  objectives,  structure  and  services 
with  an  illustrative  clinical  observation. 


Jack  C.  Fisher,  A.B.,  M.S. 
A.  Yvonne  Russell,  Ph.D.,  M.D. 


Objectives 

It  is  the  intent  of  the  Hearing  Conservation 
Program  to  insure  that  no  child  will  acquire 
a hearing  handicap  through  neglect  and  that 
no  child  with  auditory  dysfunction  will  be 
denied  the  opportunity  to  receive  available 
habilitation  services. 

The  Program  has  four  main  objectives: 

1.  To  identify  children  with  hearing  prob- 
lems and  otologic  conditions  predispos- 
ing to  hearing  deficits  at  an  early  age. 

2.  To  make  available  diagnostic  otologic 
and  audiologic  services  and  facilities  to 
every  child  who  is  a resident  of  Dela- 
ware. 

3.  To  insure  follow-up  medical  treatment 
for  otologic  problems. 

4.  To  coordinate  the  treatment  and  ther- 
apy for  the  hearing  handicapped  child. 

Structure 

The  Hearing  Conservation  Program  is  car- 
ried out  cooperatively  by: 

1.  Department  of  Health  and  Guidance, 
Wilmington  Public  Schools. 

Mr.  Fisher  is  Coordinator  of  Speech  and  Hearing  Services;  Dr. 
Russell  is  Director.  Division  of  Crippled  Children’s  Services,  Dela- 
ware State  Board  of  Health. 


2.  Division  of  Exceptional  Children  and 
Youth,  State  Department  of  Public  In- 
struction. 

3.  Departments  of  Otolaryngology  and 
Audiology,  Delaware  Hospital. 

4.  Speech  and  Hearing  Services  of  the 
Division  of  Crippled  Children’s  Serv- 
ices, Delaware  State  Board  of  Health. 

Direct  Services 

School-Age  Children 

Audiometric  puretone  screening  tests  are 
conducted  in  every  odd  numbered  grade  an- 
nually in  all  public  schools.  These  tests  are 
administered  by  school  nurses  who  have  been 
specially  trained  and  school  speech  personnel. 
During  the  1961-62  school  year  47,575  hearing 
tests  were  performed;  of  this  number  1,000 
children  failed  the  screening,  the  families  of 
684  children  indicated  their  intentions  to  con- 
tact family  physicians,  the  remaining  316 
cases  were  referred  to  the  Hearing  Conserva- 
tion Program  for  diagnostic  audiologic  and 
otologic  evaluation  (Fig.  1).  This  referral 
follows  established  procedures.  The  family 
physician’s  approval  as  weU  as  the  family’s 
consent  to  have  the  child’s  hearing  evaluated 
is  obtained  by  school  personnel.  When  all 
necessary  consents  are  obtained,  the  child  is 
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CHILDREN  REFERRED  EACH  YEAR 

1953  - 1962* 


Figure  1.  New  referrals  to  the  Delaware  Hearing  Conservation  Program,  1953-1962,  by  age  classi- 
fication. 

*Each  year  refers  to  fiscal  year,  e.g.,  July  1,  1952  through  June  30,  1953. 


then  referred  to  Crippled  Children’s  Services 
of  the  State  Board  of  Health  which  serves  as 
the  coordinating  agency  for  the  Hearing  Con- 
servation Program  and  assigns  clinic  appoint- 
ments. These  clinics  are  held  twice  a month 
at  Delaware  Hospital.  Each  child  may  re- 
ceive a complete  otolaryngological  examina- 
tion in  addition  to  diagnostic  audiologic  ex- 
amination. If  a child  should  have  chronic  ear 
infection  or  other  problems,  he  is  referred  to 
special  clinics  for  medical  follow-up.  T3rm- 
panoplasty  and  other  surgical  procedures  are 
performed  through  these  special  clinics. 

Following  completion  of  diagnostic  evalua- 
tion, reports  and  recommendations  are  for- 
warded to  the  family  physician  and  referring 
schools.  If,  following  the  diagnostic  evalua- 
tion, the  family  indicates  a desire  to  seek 


immediate  medical  attention,  reports  are  also 
sent  to  the  designated  specialist.  The  family 
may  state  a need  for  financial  assistance  to- 
ward the  cost  of  recommended  treatment,  in 
which  case  the  appropriate  County  Health 
Unit  assigns  a nurse  to  clear  the  recommenda- 
tions with  the  family  physician.  The  only 
exception  to  this  procedure  is  that  Wilmington 
City  children  are  visited  by  the  school  nurse. 
Upon  establishment  of  a child’s  eligibility  for 
assistance,  arrangements  for  surgery,  hearing 
aids,  or  additional  diagnostic  study  are  made 
with  payment  authorized  by  Crippled  Chil- 
dren’s Services,  State  Board  of  Health. 

During  the  1961-62  school  year  through 
the  Hearing  Conservation  Program,  the  Dela- 
ware Hospital  Audiology  and  Speech  Center 
performed  383  diagnostic  audiologic  evalua- 
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AUDIOLOGIC  EXAMINATIONS 


Figure  2.  Audiologic  examinations  performed  through  the  Delaware  Hearing  Conservation  Program, 
1953-1962. 


tions  in  addition  to  362  recheck  evaluations 
on  cases  previously  seen.  During  the  same 
period  276  diagnostic  otologic  examinations 
were  performed  in  addition  to  481  re-examina- 
tions (Figs.  2,  3).  Operative  procedures  per- 
formed July  1961  through  June  1962  were 
21  tympanoplasties  and  89  tonsillectomies  and 
adenoidectomies  (Fig.  4) 

Preschool  Children 

The  Hearing  Conservation  Program  en- 
courages and  accepts  referrals  of  preschool 
children.  Sixty-nine  preschool  referrals  were 
made  directly  to  Cripple  Children’s  Services 
from  July  1961  through  June  1962.  Of  this 
total  12  children  were  referred  by  physicians 
(Table  1).  The  State  Board  of  Health  en- 


courages these  referrals  at  an  early  age,  since 
early  case  finding  may  prevent  the  occurrence 
of  irreversible  hearing  loss  due  to  active  long 
term  ear  pathology.  Early  identification 
of  children  who  are  hard  of  hearing  or  deaf 
is  essential  in  order  to  avoid  delayed  develop- 
ment of  oral  communication  or  faulty  habits 
of  communication.  Hearing  therapy,  parent 
counseling,  and  planning  for  special  educa- 
tional placement  at  an  early  age  are  highly 
beneficial  in  assisting  the  child  to  adapt 
socially  and  educationally. 

Preschool  patient  screening  and  evaluation 
are  handled  in  a like  manner  as  school  chil- 
dren with  the  exception  that  preliminary 
audiometric  testing  is  performed  by  Crippled 
Children’s  Services  staff  therapists  and  audi- 
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OTOLOGIC  EXAMINATIONS 

1953  - 1962 


Figure  3.  Otologic  examinations  performed  through  the  Delaware  Hearing  Conservation  Program, 
1953-1962. 


ologists  who  have  been  assigned  to  County 
Health  Units. 

Allied  Services 

Closely  allied  and  integrated  with  the 
Hearing  Conservation  Program  are  the  speech 
and  hearing  programs  of  the  Crippled  Chil- 
dren’s Services  of  the  Delaware  State  Board 
of  Health;  Delaware  Hospital;  Wilmington 
Public  Schools  and  the  Department  of  Public 
Instruction.  Through  these  programs  deaf, 
hard  of  hearing,  language  and  speech  handi- 
capped children  receive  speech  and  language 
therapy  (Fig.  5)  and  hearing  aids  (Fig.  6). 
Speech  and  Hearing  Services  of  the  Crippled 
Children’s  Services  of  the  State  Board  of 
Health  maintains  a staff  of  six  speech  ther- 
apists and  two  hearing  therapists.  Their 


main  objective  is  to  provide  therapy  for 
children  who  are  deaf,  hard  of  hearing  or 
language  handicapped.  Therapy  is  initiated 
at  as  early  an  age  as  possible.  Parent  coun- 
seling is  an  integral  part  of  the  work  done 
with  the  patient.  Delaware  Hospital,  with 
one  speech  therapist  and  two  audiologists, 
provides  similar  services  on  an  out-patient 
basis.  The  public  school  speech  and  hearing 
programs  devote  their  time  to  therapy  for 
the  school  age  child. 

The  Deaf  Education  Committees  of  the 
Department  of  Public  Instruction  and  the 
Wilmington  Public  Schools  are  advised  as 
soon  as  the  Hearing  Conservation  Program 
has  found  a hearing  handicapped  preschool 
child.  Diagnostic  audiologic  and  otologic 
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SURGICAL  PROCEDURES 

1953  - 1962 


Figure  4.  Tympanoplasties,  tonsillectomies  and  adenoidectomies  performed  through  the  Delaware 
Hearing  Conservation  Program,  1953-1962. 

findings,  medical  treatment  reports,  preschool 
therapy  progress  reports  and  recommenda- 
tions are  sent  to  these  committees.  When  the 
patient  reaches  the  appropriate  age  for  special 
schooling,  these  committees  consider  and 
weigh  the  child’s  handicap  and  progress  in 
preschool  therapy  programs  and  thereby  de- 
cide on  school  placement.  Hearing  handi- 
capped children  attend  special  day  classes  in 
Wilmington  for  hard  of  hearing  children  or 
residential  schools  out  of  state.  The  number 
of  children  with  hearing  impairments  attend- 
ing special  schools  has  steadily  and  dramatic- 
ally increased  with  the  development  of  the 
Hearing  Conservation  Program.  In  1953 
there  were  18,  currently  there  are  77  hearing 
and  language  handicapped  children  who  are 
receiving  special  education. 


Clinical  Observation 

A patient  recently  seen  through  the  Hear- 
ing Conservation  Program  readily  demon- 
strates the  diagnostic,  treatment  and  therapy 
services  the  Program  has  to  offer.  A 
2 -year-old  male  child  with  a postoperative 
bilateral  cleft  lip  and  Class  HI  cleft,  palate, 
was  being  seen  for  speech  therapy  by  a Crip- 
pled Children’s  Services  therapist.  This  ther- 
apy was  being  conducted  on  the  recommenda- 
tion of  the  Crippled  Children’s  Services  Cleft 
Palate-Orthodontic  Clinic  Program.  The  ther- 
apist in  charge  of  the  case  observed  a rather 
severe  delay  in  language  development,  which 
could  not  be  explained  on  the  basis  of  cleft 
palate  etiology.  Information  from  the  par- 
ents indicated  that  the  child  had  received 
several  otologic  examinations  to  determine  the 
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CHILDREN  HABILITATED 


Figure  5.  Deaf,  hard  of  hearing,  and  aphasic  children  who  have  received  speech  and  hearing 
therapy  through  the  Delaware  Conservation  Program,  1953-1962. 


reason  for  his  inconsistent  response  to  sound 
in  the  home  environment.  The  results  of 
these  examinations  were  negative. 

Following  several  sessions  of  diagnostic 
speech  therapy,  the  therapist  was  able  to 
condition  him  to  puretone  audiometry  and 
obtained  sufficient  audiometric  information 
to  suspect  the  presence  of  a moderate  bilateral 
conductive  hearing  impairment.  With  the 
family  physician’s  approval,  he  was  referred 
to  the  Hearing  Conservation  Program  for  more 
definitive  audiologic  evaluation  and  otologic 
examination  at  Delaware  Hospital. 

Audiologic  evaluation  results  confirmed  the 
presence  of  a moderate  bilateral  conductive 
hearing  impairment.  A speech-hearing  thres- 
hold evaluation  demonstrated  clearly  that 
he  would  experience  difficulty  in  language 
development. 


Otologic  evaluation  revealed  extremely  tiny 
ear  canals  packed  with  cerumen.  The  canals 
were  so  tiny  that  irrigation  was  not  feasible 
and  a probe,  sufficiently  small,  could  not  be 
obtained  to  clean  the  canals.  The  otologist 
recommended  surgical  removal  of  the  cerumen. 
Radiographic  studies  of  the  bony  canals  and 
middle  ears  were  also  ordered  because  of  a 
question  of  atresia.  In  the  interim,  the  child 
was  provided  a Hearing  Conservation  Pro- 
gram “loaner”  bone  oscillator  hearing  aid. 
His  response  to  the  hearing  aid  is  dramatic 
and  he  is  now  acquiring  languge  with  the 
therapist’s  guidance. 

Recent  surgical  removal  of  cerumen  indi- 
cated that  the  canals  are  occluded  and  atresia 
in  this  case  appears  probable.  At  the  time 
of  this  writing  diagnostic  study  is  incomplete. 
No  definite  statement  can  be  made  regarding 
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HEARING  AIDS  PURCHASED 


1953  1954  1955  1956  1957  1958  1959  1960  1961  1962 


Figure  6.  Since  1953  an  average  of  17  hearing  aids  per  year  have  been  purchased,  in  v/hole  or 
part,  by  the  Crippled  Children’s  Division,  for  children  with  irreversible  hearing  defects. 


future  treatment.  However,  habilitation  of 
the  child  in  the  area  of  communication  can 
proceed  satisfactorily.  Early  identification 
of  a hearing  disability  in  this  case  has  avoided 
the  development  of  a serious  communication 
handicap  and  its  resulting  social  and  educa- 
tional problems. 

Summary 

The  Hearing  Conservation  Program  pro- 
vides a diagnostic  service  for  early  identifica- 
tion of  otologic  pathology  and  hearing  dis- 
abilities in  children.  Treatment  service  is 
provided  when  needed.  In  cases  of  irreversible 
hearing  deficits,  a full  range  of  habilitation 
services  based  on  multi-agency  cooperation 
constitutes  a major  part  of  the  diagnostic 
and  treatment  program.  The  use  of  the  pro- 
gram is  particularly  valuable  in  terms  of 


identification  of  communication  handicaps  at 
an  early  age. 

TABLE  1 

Source  of  Referrals  of  Preschool  Children 
to  the 

Delaware  Hearing  Conservation  Program 


Delaware  Hospital  clinics  22 

Physician  12 

Public  Health  Nurses  14 

Speech  Therapists,  State  Board  of  Health  10 
Cleft  Palate-Orthodontic  Clinics  4 

Well  Child  Conferences  2 

Parents  2 

Other  3 

TOTAL  69 
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FOLLOWING  ACUTE  RHEUMATIC  FEVER 


• A first  case  report  of  pseudotumor  following 
acute  rheumatic  fever,  presents  a dramatic  re- 
sponse to  Urevert  therapy. 


Mark  G.  Cohen,  M.D. 


Pseudotumor  cerebri  is  a clinical  syndrome 
of  varied  and  often  obscure  etiology  charac- 
terized by  signs  and  symptoms  of  increased 
intracranial  pressure  simulating  an  expanding 
brain  lesion.  Although  the  prognosis  is  good, 
optic  atrophy  with  permanent  visual  loss  re- 
mains an  uncommon  hazzard  for  which  specific 
therapy  may  be  urgently  needed.  The  es- 
sential criteria  for  diagnosis  are; 

1.  Increased  intracranial  pressure  mani- 
fested by  papilledema,  with  retinal  hemo- 
rrhages variably  present.  Subjective 
symptoms  of  headache,  vomiting,  blurred 
vision,  neck  pain,  diplopia,  and  even 
convulsions  may  occur;  conversely  the 
paucity  of  symptoms  in  relation  to  the 
degree  of  papilledema  is  often  striking. 

2.  Absent  focal  neurological  signs,  except 
occasional  abducens  nerve  palsy  and  vis- 
ual field  defects. 

3.  Normal  spinal  fluid  except  for  manome- 
tries indicating  increased  pressure.  Oc- 
casionally the  protein  may  be  increased. 

4.  Ventriculogram  showing  normal  or  de- 
creased ventricular  size  as  well  as  per- 
fect symmetry. 

The  present  paper  describes  Pseudotumor 
in  a 15  year  old  boy  convalescing  from  acute 

Dr.  Cohen  is  Director  of  Medical  Education,  Department  of 
Medicine.  Wilmington  General  Hospital.  Delaware. 


rheumatic  fever,  an  association  not  as  yet 
reported. 

In  August  of  1962,  this  obese  white  patient 
was  admitted  to  the  hospital  with  a history 
of  fever,  abdominal  pain,  arthralgia,  and  head- 
ache of  one  week  duration.  Two  weeks  pre- 
ceding there  had  been  a transient  sore  throat 
which  disappeared  without  his  seeking  medical 
attention.  With  recurrence  of  sore  throat,  the 
patient  was  placed  on  erythromycin  but  a 
remittent  temperature  of  up  to  103  persisted. 
The  patient  had  not  previously  received  any 
immunizations,  injections,  or  other  drugs. 

At  the  time  of  admission  an  ascending  type 
of  arthralgia  involving  the  ankles  and  hips 
prevented  the  patient  from  walking  without 
extreme  pain.  Examination  revealed  a moder- 
ately ill,  obese  boy,  weight  178  pounds,  height 
5’4”.  The  opthalmoscopic  examination  was 
normal.  The  blood  pressure  was  140  82, 
pulse  110,  and  temperature  101  F.  The  lungs 
were  clear  to  auscultation.  A grade  2 (1-6) 
pansystolic  murmur  was  audible,  most  promi- 
nent at  the  apex  but  without  radiation.  The 
spleen  was  palpable  two  fingers  below  the  left 
costal  margin  and  slightly  tender.  There  was 
no  joint  effusion  noted  but  marked  limitation 
of  left  hip  motion  in  all  directions  plus  ten- 
derness over  the  ankle  joints. 
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Laboratory  Data 

The  EKG,  x-ray  of  the  chest,  pelvis,  and 
hips  were  normal.  The  initail  white  count  was 
5,900  with  62  segs.,  3 non  segs,  29  lymphs. 
Mono  4,  eos  2,  and  sed  rate  (Westergen)  99 
in  1 hour,  the  Hb  10  gms,  RBC  3.5  million, 
hematocrit  33.  The  urinalysis,  S.G.  1.030, 
albumin  and  sugar  was  negative.  The  BUN 
15  mg%,  random  sugar  130  mg%.  A two 
hour  postrandial  sugar  was  90  mg%.  The 
febrile  Agglutinins,  SGOT,  Heterophile  ag- 
glutination, urine  cultures,  LE  preparations, 
NP  culture,  blood,  and  stool  cultures  were 
negative.  Repeat  ASO  titers  remained  at 
330.  Todd  units.  An  RA  test  was  negative. 
Two  days  after  admission  the  WBC  was 
10,200  with  55  segs,  9 non  segs,  34  lymphs  and 
2 monos,  Hb  10.0  gms.  One  week  following 
admission  the  sed  rate  was  110,  WBC  16,000, 
segs  61,  non  segs  2,  lymphs  34.  On  admission 
the  patient  received  codiene  and  Darvon  for 
pain  relief.  On  the  third  day  of  admission, 
a daily  dose  of  100  gr.  of  salicylates  was  in- 
stituted. Within  3 days  the  temperature  re- 
verted to  normal  with  complete  resolution  of 
joint  pain.  At  the  time  of  discharge  on 
August  31,  1962,  the  patient  walked  freely 
without  limping.  The  heart  murmur  was  un- 
changed and  there  was  a persistant  tachy- 
cardia of  110.  He  had  received  1,200,000  of 
benzathane  penicillin  (one  dose)  during  his 
hospitalization  and  was  discharged  on  peni- 
cillin G,  400,000  units  daily,  and  aspirin,  80 
gr.  per  day. 

The  patient  remained  at  complete  bedrest 
at  home.  There  was  slight  shoulder  and  neck 
arthralgia  but  this  rapidly  resolved.  The 
tachycardia  subsided  over  a two  month  period. 
The  systolic  murmur  became  more  promi- 
nent during  the  third  and  fourth  weeks,  reach- 
ing grade  3 intensity  but  this  completely 
disappeared  by  the  eighth  week  of  convales- 
cence as  did  the  splenomegaly.  The  sed  rate 
became  normal  in  November  of  1962,  and  the 
patient  was  allowed  more  freedom  at  home. 
He  had  gained  an  approximately  15  lbs.  during 
this  interval.  Salicylate  therapy  was  gradu- 
ally reduced  and  omitted  by  November  9. 
On  November  18,  the  patient  was  seen  in  the 
office  with  complaints  of  intermittent  head- 


ache, stiffness  in  the  neck  and  shoulders  of 
10  days  duration  and  of  increasing  severity. 
The  physical  examination  was  negative.  There 
was  no  nuchal  rigidity  nor  abnormal  fundu- 
scopic  changes.  Salicylate  therapy  was  re- 
instituted at  10  gr.  q.i.d.  Over  the  next  48 
hours  the  headache  became  increasingly 
severe.  Re-examination  on  November  20,  re- 
vealed striking  changes  • in  the  eye  grounds 
which  now  showed  4 plus  papilledema,  flame 
shaped  hemorrhages  bilaterally  concentrated 
around  the  periphery  of  optic  edema.  Despite 
the  marked  retinal  changes  the  patient  ap- 
peared otherwise  well.  The  blood  pressure 
was  140/88,  temperature  98.6  F.  There  was 
no  ocular  muscle  weakness.  The  visual  fields 
were  normal  except  for  slight  enlargement  of 
the  blind  spot.  The  patient  was  seen  in  con- 
sultation by  a neurosurgeon  who  agreed  with 
the  presumptive  diagnosis  of  Pseudotumor  but 
felt  that  ventriculogram  was  indicated  for 
definitive  diagnosis.  On  November  21,  1962, 
a ventriculogram  was  performed  and  proved 
normal.  Electrocardiograms,  chest  and  skull 
films  were  all  normal.  Additional  laboratory 
data  as  noted  in  table  1 revealed  progressive 
leucopenia  throught  his  hospitalization.  Ad- 
ditional positive  data  revealed  a reversal  of 
the  A/G  ratio  and  an  electrophoretic  pattern 
indicating  a gamma  globulin  increase  two  fold 
over  normal  but  otherwise  no  abnormalities 
detected.  Spinal  fluid  protein,  sugar,  cells 
and  cultures  were  normal  on  two  occasions. 
S.F.  and  blood  for  viral  studies  were  negative 
for  polio,  lymphocytic  choriormeningitis,  ad- 
enovirus, and  mumps.  Repeat  LE  preps  were 
negative  as  well  as  Watson  Schwartz  test  for 
porphyria.  All  urinalyses  were  completely 
normal.  The  heterophil  agglutination  was 
1:14,  feasting  sugar  119,  urea  18  mg%.  A 
24  hour  17,  ketosteroid  was  4.9  mg%,  corticoid 
7.4  mg.  24  hours,  creatinine  0.85  gm.  24  hours. 

Patient  Placed  On  Urevert 

Following  the  initial  studies  the  patient 
was  placed  on  intravenous  Urevert,  70  gm. 
per  day  from  November  22,  to  December  10, 
1962.  He  received  a low  sodium  diet  and 
hydrochlorthiazide,  50  mg.  daily.  He  was 
maintained  on  oral  penicillin  400,000  units 
daily  and  received  aspirin  intermittently  for 
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TABLE  1 

LDH  Sed  Rate  WBC  Segs  Lymph  Hb  ASO  TP  Alb  Glob 


' Nov. 

. 20 

20  10,050 

54 

1 23 

27 

82  9,743 

67 

Dec. 

, 2 

150 

3 

95  4,800 

37 

6 

184 

8 

3,600 

34 

13 

17 

100 

3,373 

41 

20 

June 

1963 

7,610 

51 

LDH" 

serum  lactic  Dehydrogenase 

headache.  During  the  first  week  the 

area  of 

the  trephine  for  the  ventriculogram  bulged 
perceptably  and  as  it  subsided  there  was  con- 
comitant reduction  in  the  degree  of  papill- 
edema. The  headache  and  neck  pain  cleared 
promptly  and  the  only  minor  problem  was  the 
pain  from  local  venous  inflammation  due  to 
Urevert.  The  patient  lost  approximately  25 
lbs.  in  weight  and  by  the  time  of  discharge  on 
December  21,  1962,  he  weighed  169  lbs.  There 
were  still  a few  residual  hemorrhages  in  the 
right  eye  but  the  remainder  of  the  examina- 
tion was  normal. 

The  patient  was  followed  closely  as  an 
out  patient.  Hydrochlorthiazide  was  dis- 
continued in  March  of  1963.  Despite  a 12 
lb  weight  gain,  he  has  suffered  no  relapse. 
The  present  WBC  and  total  protein  are  with- 
in normal  limits.  (See  Table  1) 

Reports  Of  Pseudotumor  Numerous 

The  neurological  literature  contains  numer- 
ous reports  of  pseudotumor  following  head 
trauma,  sinus  and  ear  infection,  lateral  sinus 
thrombosis,  mitral  stenosis,  and  other  types 
of  heart  disease  associated  with  pulmonary 
hypertension.  Vitamin  A intoxication,  con- 
valescent cases  of  poliomyelitis  and  Guillane 
Barre  syndrome.''^  There  appears  to  be  a 
preponderance  of  the  syndrome  in  females, 
particularly  those  with  moderately  rapid 


44 

12.2 

333. 

80 

40 

3.0 

32 

13.1 

45 

11.7 

333. 

7.6 

3.4 

4.2 

55 

11.3 

250 

53 

12.2 

43 

12 

8.1 

4.3 

3.8 

weight  gain  as  in  pregnancy  or  premenstrual 
tension.  Despite  careful  inquiry  and  examin- 
ation over  50%  appear  unrelated  to  any  other 
illness.  The  pathogenesis  of  increased  intra- 
cranial pressure  remains  uncertain.  As  early 
as  1914,  Weed  demonstrated  hydrocephalus 
following  occlusion  of  the  arachnoid  villa  by 
lamp  black.®  In  1932  Symonds^  suggested 
that  large  mural  thrombi  involving  the  sagital 
sinus  might  interfere  with  cerebral  spinal 
fluid  absorption  by  the  arachnoid  villae.  It 
is  well  known  that  factors  pre-disposing  to 
extracranial  venous  thrombosis  are  frequently 
associated  with  increased  intracranial  pres- 
sure; these  include  cardiac  disease,  cachexia, 
hyperpyrexia,  hemorrhage  and  blood  dy- 
scrasias.'°  Thompson  implicated  endocrine  fac- 
tors in  the  balance  between  secretion  and  ab- 
sorption of  spinal  fluid  and  noted  the  frequent 
elevation  of  spinal  fluid  protein  in  myxedema- 
tous patients."  Jefferson  reported  papilledema 
in  Addisonian  patients."  Gardner  and  his  as- 
sociates proposed  that  increased  intracranial 
pressure  and  communicating  hydrocephalus 
may  result  from  any  process  which  increases 
spinal  fluid  protein.  Clogging  of  the  pores  of 
the  semi-permeable  membrane  that  consti- 
tutes the  blood  brain  barrier  would  account 
for  the  increased  intracranial  pressure.  They 
discuss  Guillan-Barre  syndrome  associated 
with  papilledema."  Denny  Brown,  in  discus- 
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sing  another  case  of  Guillan-Barre  also  postu- 
lated the  increased  intracranial  pressure  to 
clotting  in  vivo  of  cerebral  spinal  fluid  pro- 
tein with  obstruction  of  the  pacchioniian 
bodies Recently  Greer^^  described  benign 
intracranial  hypertension  following  cortico- 
steroid therapy  which  theoretically  was  at- 
tributed to  a state  of  adrenal  insufficiency. 

In  the  present  case  as  well  as  most  others 
reported  there  was  no  elevation  of  the  SFP, 
no  endocrinopathy  demonstrated,  no  recent 
infection  or  other  factors  known  to  precede 
pseudotumor.  The  transient  hypergamma- 
globulinemia noted  in  this  case  may  indicate 
an  altered  globulin  which  interfered  with  the 
arachnoid  villa’s  function  in  a patient  whose 
threshold  for  reabsorption  was  already  low. 

Summary 

A case  of  Pseudotumor  cerebri  in  a 15  year 
old  obese  adolescent  patient  developing  during 
convalescence  from  acute  rheumatic  fever  is 
de.scribed.  The  patient  made  an  uneventful 
recovery  and  a dramatic  response  following 
surgical  decompression  and  Urevert  therapy. 
A brief  review  of  the  etiology  and  pathogenesis 
of  this  syndrome  is  described.  Although  the 
patient  had  symptoms  of  several  weeks  dura- 
tion, the  papilledema  occurred  rapidly  over 


a 36  hour  period.  The  clinician  may  be  de- 
ceived in  the  convalescent  rheumatic  fever  pa- 
tient by  the  occipital  headache,  neck  and 
shoulder  stiffness  as  representing  recrudes- 
cence of  the  disease.  Repeated  opthalmo- 
scopic  examinations  remain  the  key  to  diag- 
nosis in  such  patients  whose  mental  alertness 
and  general  well  being  may  be  deceiving. 


REFERENCES 

1.  Bradshaw,  P.:  Benij<n  Intracranial  Hypertension,  Journal  of 

Neurolo^<y  and  Psychiatry.  19:28-41.  1956. 

2.  Davidoff,  Leo  M.:  Psuedotumor  Cerebri  Benign  Intracranial  Hy- 
pertension, Neurology  6:605,  1956. 

3.  Maisel,  J.  E.,  Caplan,  J.:  Pseudotumor  Cerebri,  J.  Pediatrics, 
52:441,  1958. 

4.  Ray,  B.  S.,  Dunbar,  H.  S.:  Thrombosis  of  the  Dural  Venous 
Sinuses  As  A Cause  of  '’Pseudotumor  Cerebri”,  Annals  of  Sur- 
gery. 134:376,  1951. 

5.  Gass,  H.  H.:  Palledema  and  Pseudotumor  Cerebri  Following 
Poliomyelitis,  American  Journal  Dis.  Child.,  93:640,  1957. 

6.  Morrice,  G.  Jr.,  Havener,  W.  H..  Kapetansky:  Vitamin  A intoxi- 
cation As  A Cause  of  Pseudotumor  Cerebri,  Journal  of  the 
American  Medical  Association,  175:1802.  I960. 

7.  McConnell.  A.  A.:  On  Certain  Sequelae  of  Closed  Head  In- 
juries. The  Pathological  Basis  of  the  "Post-Traumatic  Syndrome” 
Brain  76:473*484.  1953. 

8.  Weed,  L.  H.:  J.  Med.  Res.  31:51,  1914. 

9.  Symonds.  C.:  British  Medical  Journal,  1:53,  1932. 

10.  Garcin,  R.,  Pestel,  M.:  Thrombo-Phlebitis  Cerebrales,  Masson 
Paris.  1949. 

11.  Thompson.  W.  O.,  Thompson,  P.  K.,  Silveus,  E.,  Dailey.  M.  E.: 
Cerebrospinal  Fluid  in  Myxedema,  Arch,  of  Internal  Medicine, 
44:368,  1929. 

12.  Jefferson,  A.:  A Clinical  Correlation  Between  Encephalopathy  and 
Papilledema  In  Addison's  Disease,  Journal  of  Neurology,  Neuro- 
surgeon, 7 Psychiatry,  19>:21-27,  1956. 

13.  Gardner,  W.  J.,  Spitler,  D.  K..  and  Whitten,  C.:  Increased 
Intracranial  Pressure  Caused  by  Increased  Protein  Content  in  the 
Cerebrospinal  Fluid,  New  England  Journal  of  Medicine,  250: 
932-936,  1954. 

14.  Denny  Brown,  D.  E.:  Changing  Patterns  of  Neurologic  Medicine 
(Shattuck  Lecture),  New  England  Journal  of  Medicine,  246: 
839-846,  1952. 

15.  Greer.  M.:  Benign  Intracranial  Hypertensionj  II  Following 

Corticosteriod  Therapy,  Neurology,  13:439  (May)  1963. 


KREBIOZEN  FOUND  WORTHLESS  BY  FDA 

The  federal  government  has,  in  effect,  branded  the  so-called  cancer  drug 
Krebiozen  as  worthless. 

The  FDA  had  analyzed  a sample  of  Krebiozen  powder  furnished  by  Dr. 
Steven  Durovic,  its  sponsor,  and  announced  on  September  7,  that  it  was  creatine 
— a substance  naturally  present  in  the  human  body  and  considered  worthless 
in  the  treatment  of  cancer.  The  next  week,  Durovic  challenged  the  analysis 
stating  that  studies  made  by  him  by  “two  independent  laboratories”  disagreed 
with  five  of  the  FDA  findings. 

Replying  to  Durovic’s  letter,  Boisfeuillet  Jones,  special  assistant  to  the 
Secretary  of  HEW,  wrote  that  the  FDA  analysis  was  “scientifically  unimpeach- 
able”. He  also  placed  full  responsibility  on  Durovic  and  his  chief  backer.  Dr. 
Andrew  Ivy,  for  any  consequences  of  withdrawing  the  drug  from  patients  who 
liave  taken  it.  “You  have  made  Krebiozen  available  to  patients  with  the  belief 
that  it  is  necessary  for  the  maintenance  of  health  and  life.  Tests  by  the  FDA 
demonstrate  that  creatine  is  only  slightly  soluble  in  mineral  oil  and  that  the 
creatine  which  you  provided  and  called  Krebiozen  is  soluble  to  exactly  the  same 
extent.”  Washington  Newsletter,  AMA. 
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• The  importance  of  early  diagnosis  in  the  first 
stages  of  ulcerative  colitis — a disease  occurring 
primarily  in  children  and  young  adults — cannot 
be  emphasized  too  strongly.  The  selection  of 
the  proper  therapeutic  program  to  suit  the  individ- 
ual patient  will  definitely  limit  the  chances  of 
surgery  and  complications. 


Jerome  Weiss,  M.D. 


Ulcerative  colitis  occurs  primarily  in  youth 
or  young  adults,  however,  it  may  also  occur 
in  older  individuals.  It  has  been  stated^  that, 
“Ulcerative  colitis  originates  in  early  child- 
hood, although  the  pathological  or  patho- 
physiologic picture  may  not  become  evident 
until  adolescent  or  adult  life.”  According  to 
Bassler,-  cases  of  ulcerative  colitis  start  their 
development  early  in  life  in  the  following  se- 
quence: (1)  failure  to  develop  the  intestinal 
immunities  required,  (2)  a series  of  depar- 
tures of  normal  physiology  of  the  colon,  (3)  a 
biotoxic  gut  state  causing  micropathologies  in 
the  colon  mucosa,  (4)  the  effects  of  different 
agents  unstabilizing  the  bowel,  (5)  secondary 
bacterial  infection,  and  (6)  reinfection  from 
the  lymph  structures. 

Ulcerative  colitis  may  be  defined  as  a 
chronic  inflammatory  involvement  of  the 
colon,  either  regional  or  diffuse  and  usually  of 
unknown  etiology.  There  are  two  types  of 
ulcerative  colitis,  differentiated  by  the  degree 
of  involvement  of  the  colon: 

(1)  Idiopathic  ulcerative  colitis  is  char- 
acterized primarly  by  mucosal  inflam- 
mation with  cryptitis  or  crypt  abscesses, 
usually  sparing  the  deeper  layers. 

(2)  Fulminating  ulcerative  colitis  is  char- 
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acterized  by  a profound  inflammatory 
process  which  involves  the  entire  colon. 
As  the  inflammatory  process  becomes 
more  chronic,  all  layers  of  the  wall  of 
the  colon  are  penterated  with  attendant 
angiitis  and  thrombosis.  The  thickened, 
friable  mucosa  develops  ulcerations 
which  fail  to  heal.  Eventually,  most 
of  the  physiological  function  of  the 
colon  is  lost. 

Suggested  Etiologic  Factors  In  Ulcerative  Colitis 

Microbial  etiology:  According  to  one  con- 
cept, supported  to  some  extent  by  bacterio- 
logic,  immunilogic  and  epidemiologic  evidence, 
ulcerative  colitis  may  represent  the  end  result 
of  some  specific  infection,  possibly  dysenteric 
in  its  inception.  It  was  suggested  that  this 
might  represent  the  chronic  stage  of  a specific 
dysentery  in  which  the  specific  organism  has 
died  and  has  been  replaced  by  secondary  in- 
vaders such  as  the  enterococcus  and  the  colon 
bacillus.^ 

A diplostreptococcus,  isolated  from  cleansed 
bases  of  ulcers,  which  on  intravenous  injection 
into  animals  produced  acute  ulceration  in  the 
colon,  was  thought  to  be  a specific  etiologic 
factor.^  Some  investigators^-^  considered  this 
organism  to  be  non-specific,  since  it  is  found 
in  a variety  of  inflammatory  diseases  of  the 
bowel. 

Lysozyme:  Some  evidence  has  been  re- 
ported to  show  that  an  over  production  of 
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lysozyme  in  a local  area  results  in  the  removal 
of  protective  mucus,  making  possible  the 
necrotizing  action  of  the  indigenous  bacteria 
on  the  mucosa.'  It  has  been  suggested  that 
the  mucous  protection  of  the  sigmoid  and 
rectum  is  significantly  lowered  by  lysozyme 
and,  that  this  lowered  resistance  of  the  mu- 
cous lining  may  allow  tryptic  digestion  and 
invasion  by  bacteria  apparently  innocuous  to 
a normally  protected  mucous  lining.' 

Lysozyme  Not  An  Initiating  Factor 

Although  it  had  been  shown  in  a group 
of  patients  with  acute  ulcerative  colitis  that 
fecal  lysozyme  content  was  significantly  ele- 
vated, and  that  the  lysozyme  titer  appeared 
to  parallel  the  course  of  the  disease,  de- 
creasing with  remission  and  increasing  with 
exacerbation,  it  was  nevertheless  concluded, 
from  evidence,  that  lysozyme  did  not  play  a 
significant  role  in  the  pathogenesis  of  this 
disease.®’ 

On  the  basis  of  our  experience  and  obser- 
vations we  suggested  that  the  apparent  over- 
production of  lysozyme  in  ulcerative  colitis 
may  be  the  result  of  a reaction  to  trauma  and 
that  it  does  not  constitute  an  initiating  factor 
in  this  disease  state. 

Psychosomatic  Factors:  Do  psychosomatic 
factors  play  a role  in  the  pathogenesis  of 
ulcerative  colitis,  or  are  the  emotional  fea- 
tures the  result?  If  emotional  influences  are 
etiologically  concerned,  how  can  we  answer 
the  question,  “If  these  emotional  factors  are 
etiologically  concerned  in  the  disease,  why  do 
they  affect  the  stomach  in  some  persons,  cause 
mucous  colitis  in  other,  and,  as  some  have 
suggested,  cause  ulcerative  colitis?”  We  ac- 
cept the  clinical  observation  that  emotional 
factors  are  present  in  patients  with  ulcerative 
colitis;  however,  we  believe  these  emotional 
factors  are  the  result  rather  than  the  cause  of 
the  disease. 

There  are  other  causes  suggested,  such  as 
dietary  deficiencies,  avitaminosis,  and  meta- 
bolic disturbances,  to  which  some  investiga- 
tors have  attached  etiologic  significance. 

When  there  is  so  much  disagreement,  and 
when  such  a variety  of  causes  are  advanced 
for  a disease,  we  would  be  justified  in  rejec- 


ing  all  of  them.  There  is  an  old  axiom  in 
medicine,  to  wit,  “When  there  are  so  many 
causes  advanced  for  a disease,  none  of  them 
are  right.” 

Symptomatology  And  Pathology 

The  presenting  symptoms  of  ulcerative 
colitis  are: 

(1)  Abdominal  pain  and  griping. 

(2)  Diarrhea — which  is  often  profuse,  fre- 
quent and  at  times  bloody. 

(3)  High  bacterial  count  in  the  stools. 

(4)  Weight  loss — sometimes  severe. 

(5)  Fever. 

(6)  General  malaise — associated  with  mal- 
nutrition and  anemia. 

The  pathologic  picture  is  characterized  by: 

( 1 ) E dema — engorgement . 

(2)  Areas  prone  to  bleed  readily  on  slight 
contact. 

(3)  Friable  mucosa. 

The  pathologic  picture  could  be  a reflec- 
tion or  the  result  of  cholinergically  induced 
smooth  muscle  spasm  leading  in  turn  to  tissue 
ischemia  and  hypoxia,  thence  to  capillary 
permeability  associated  with  hypoxia,  im- 
proper metabolism  and  function  of  the  mu- 
cosal tissues.  9 

The  Status  Of  Capillaries 

Areas  bleeding  readily  on  slight  contact 
project  consideration  of  the  capillary  system 
in  ulcerative  colitis.  In  evaluating  the  status 
of  capillaries  in  patients  with  ulcerative  colitis, 
capillary  fragility  was  measured  by  means  of 
a suction  method.  It  was  found  that  capillary 
resistance  was  low  not  only  in  the  mucous 
membrane  of  the  rectum,  but  also  in  the  mu- 
cous membrane  of  the  mouth  and  in  the  skin. 
This  was  present  not  only  during  attacks,  but 
after  and  between  attacks  as  well.  It  is  stated 
that  “lowered  capillary  resistance  in  ulcerative 
colitis  is  due  to  a systemic  disorder  of  blood 
vessels  and  suggests  the  importance  of  vascu- 
lar lesions  in  the  genesis  of  this  disease.”'" 
Under  normal  conditions  in  the  colon  and 
elsewhere  the  blood  flows  from  the  arteries 
through  the  arterioles,  and  then  through  a 
rich  network  of  a series  of  thin  walled  capil- 
laries, where  diffusion  and  exchange  of  various 
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products  takes  place  with  the  adjacent  tissue. 
Toxic  products  are  absorbed  and  returned  via 
the  venules.  This,  however,  will  occur  only 
where  the  capillaries  are  intact  so  as  to  main- 
tain the  integrity  of  the  system. 

In  ulcerative  colitis,  the  permeability  of 
the  capillaries  is  affected  by  various  factors, 
not  the  least  of  which  is  inflammation  and 
edema.  This  swelling  may  also  cause  dis- 
ruption of  the  capillary  wall  by  causing  it  to 
be  stretched  beyond  its  elasticity,  thereby 
allowing  blood  cells  to  escape  into  the  inter- 
stitial spaces  where  they  add  to  the  engorge- 
ment of  the  local  tissue,  contribute  to  the 
local  necrosis  and  sloughing,  and  of  course 
cannot  carry  out  their  normal  function  of  re- 
moving toxic  products. 

Diagnosis 

Diagnosis  is  based  on  the  following  criteria: 

(1)  History  (detailed — including  dietary). 

(2)  Survey  of  the  psyche. 

(3)  Physical  examination-complete. 

(4)  Stool  examination  (chemical  and  bac- 
teriological). 

(5)  Sigmoidoscopic  examination. 

(6)  Barium  enema. 

(7)  Special  laboratory  studies. 

History:  The  age  of  the  patient  is  signifi- 
cant. It  must  be  emphasized  that  ulcerative 
colitis  occurs  in  young  people,  predominantly 
between  the  ages  of  14  and  30,  while  diarrhea 
in  carcinoma  and  diverticulosis  usually  are 
found  in  patients  beyond  middle  life. 

Survey  Of  The  Psyche 

The  relationship  between  ulcerative  colitis 
and  certain  personality  and  environmental 
factors  has  been  observed  repeatedly  over 
the  years.  On  the  whole,  patients  with  this 
disease  are  dependent,  shy,  sensitive,  brood- 
ing, polite,  socially  uncertain,  ingratiating, 
submissive,  self  abusing  people  who  find  life’s 
challenges  very  difficult;  in  addition  they  lack 
self  confidence,  do  not  “take  chances,”  and 
may  have  low  sexual  drive.  Rarely,  a patient 
with  this  ailment  may  be  querulous  or  petu- 
lant. Mothers  of  such  patients  often  have 
severe  personality  disorders;  they  tend  to  be 
domineering  and  obsessive  and  to  feel  them- 
selves martyrs. 


A Threat  To  Patient’s  Security  Can  Cause  Onset 

The  onset  of  the  disease  frequently  occurs 
in  a setting  in  which  the  individual  is  incapa- 
able  of  successfully  encountering  a challenge: 
adapting  to  loss  or  separation  of  a close  friend 
or  family  member,  performing  a function  or 
job,  or  accepting  disapproval  of  someone  who 
influences  his  life.  Usually,  low-grade  symp- 
toms parallel  a prolonged  threat  to  the  pa- 
tient’s security;  a marked  outburst  of  the 
disease  may  occur  when  the  cumulative  psy- 
chic effect  is  too  great. 

There  is  also  some  evidence  for  the  rela- 
tionship between  neurological  influences  and 
colonic  inflammation,  although  it  is  sparse. 
Ulcerative  colitis-like  lesions  may  be  noted  in 
the  colon  of  dogs  subjected  to  postganglionic 
sympathectomy  or  to  continuous  parasympa- 
thomimetic stimulation  over  long  periods.  Hy- 
peremia, hemorrhage,  and  an  outpouring  of 
mucus  have  been  noted  in  a colon  explant 
after  mucosal  pinching  or  topical  stimulation 
with  parasympathomimetic  agents.  In  hu- 
man subjects  with  colostomies  observations 
have  been  made  that  rage  or  frustration  led 
to  hyperemia,  muscular  contraction,  outpour- 
ing of  mucous,  and,  in  some  instances,  mucosal 
ulceration. 

Physical  Examination:  In  chronic  ulcera- 
tive colitis  it  is  sometimes  possible  to  palpate 
a stiff  narrow  segment  of  descending  or  pelvic 
colon.  This  is  often  difficult  to  differentiate 
from  a segment  of  spastic  irritable  colon. 
Usually  the  colon  is  more  tender  in  ulcerative 
colitis  than  in  simple  spasm,  but  if  the  spasm 
is  associated  with  diverticulitis,  the  colon  may 
possess  the  same  characteristics  on  palpation. 

Stool  Examination:  Sporadic  bloody  stools 
with  tenesmus  and  griping,  especially  in  the 
lower  left  quadrant,  are  characteristic  of 
chronic  ulcerative  colitis.  In  the  full-blown 
attack  accompanying  very  active  symptoms, 
the  discharge  always  contains  some  blood 
that  is  usually  mixed  with  large  amounts  of 
pus  and  mucus.  At  times  there  may  be  the 
frequent  appearance  of  bloody  rectal  dis- 
charges containing  pus  or  mucus  but  no  stool. 
There  is  no  other  colonic  disease,  except  bacil- 
lary dysentery,  that  is  associated  with  such  a 
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prolific  purulent  discharge.  Pure  mucus, 
without  pus  and  unaccompanied  by  blood,  is 
never  found  in  pure  ulcerative  colitis. 

Sigmoidoscopic  Examination:  In  ulcerative 
colitis,  the  characteristic  lesions  begin  in  the 
rectum  or  rectosigmoid  and  can  readily  be 
seen  through  a sigmoidoscope.  Early  in  the 
disease  the  membrane  appears  angry,  hyper- 
remic,  and  edematous  and  may  be  covered 
in  scattered  areas  by  an  adherent  exudate  of 
mucopus  and  blood.  Later  the  membrane  is 
usually  dotted  with  pin-point  or  large  pitted 
ulcers  and  scars. 

The  barium  enema  not  only  confirms  the 
presence  of  ulcerations,  but  also  helps  to 
identify  the  extent  of  involvement  of  seg- 
ments proximal  to  the  sigmoid  by  revealing 
the  shortening,  narrowing,  and  distortion  of 
the  mucosal  pattern  of  the  colon. 

Treatment 

It  has  been  suggested  that  the  physician 
can  properly  base  his  treatment  on  four  ob- 
servations easily  made  at  the  bedside;  (1) 
The  colon  is  hyperactive.  (2)  The  colon  is  the 
site  of  serious  inflammation.  (3)  The  patient 
is  usually  nutritionally  depleted.  (4)  The  pa- 
tient is  fearful,  depressed,  discouraged  and 
shows  infantile  traits  in  greater  or  lesser  de- 
gree. 

Treatment  must  of  necessity  be  distinctly 
individualized  and  symptomatic.  When  deal- 
ing with  such  indefinites  as  are  found  in  ulcer- 
ative colitis,  it  is  the  physician’s  prerogative  to 
develop  his  own  system  of  thought  to  deal 
with  the  problem.  The  great  variation  in  the 
extent  of  the  disease  and  the  emotional  prob- 
lems of  the  patient  do  not  permit  any  specific 
course  of  therapy. 

Essentially  treatment  must  embrace  the 
following  categories;  rest;  antidiarrheal  mea- 
sures; control  of  capillary  permeability;  nu- 
trition; steroids  and  antibiotics;  restitution 
of  blood  volume,  hemoglobin  and  protein. 

Rest:  A sound  basis  for  treatment  is  rest, 
because  it  is  essential  as  an  aid  in  the  restora- 
tion of  physiologic  equilibrium.  Every  effort 
should  be  made  to  dispel  those  factors  re- 
sponsible for  apprehension  and  emotional 


conflicts.  Rest  in  bed  is  desirable  but  not 
necessarily  imperative,  but  rest  is  imporant 
to  combat  colonic  hyperactivity. 

Antidiarrheal  Measures:  Anticholinergic 

medicaments  may  be  helpful  in  reduction  of 
the  diarrhea,  particularly  at  bed-side.  The 
main  dietary  restriction  is  cold  fluids,  and  in 
certain  susceptible  individuals,  highly  sea- 
soned foods,  and  roughage  (raw  vegetables 
and  fruits). 

The  control  of  diarrhea  represents  a signifi- 
cant phase  in  the  management  of  the  patient. 
Diarrhea  results  in  incomplete  digestion  of 
food,  excessive  loss  of  nutrients,  fluids,  electro- 
lytes and  minerals.  This  obviously  leads  to 
a state  of  malnutrition  if  not  controlled. 

Our  best  results  in  controlling  this  symptom 
are  obtained  with  a combination  of  poly- 
amine anion  exchange  resins,  synthetic  sodium 
aluminum  silicate  and  synthetic  magnesium 
aluminum  silicate;  fortified  with  polymyxin 
and  phthalylsulfacetamide.  We  prescribe 
one  tablespoonful,  in  one  half  glass  of  water 
five  times  daily,  for  2 days,  then  reduce  to  4 
doses  daily  for  10  days. 

Capillary  Resistance:  It  has  been  estab- 
lished that  capillary  resistance  is  low  in  ulcer- 
ative colitis. A growing  medical  literature 
gives  proof  positive  that  a combination  of 
hesperidin — a fiavonone  glycoside — and  as- 
corbic acid  will  correct  capillary  defects  in 
many  disease  states.'-  It  is  not  to  be  con- 
cluded that  this  combination  is  a “cure-all” 
— rather,  it  should  be  regarded  as  supple- 
mental therapy  of  value  in  virtually  all  dis- 
ease states  and  specific  in  action  with  respect 
to  some.  We  are  convinced  that  greater  thera- 
peutic profits  will  result  in  the  presence  of 
normally  functioning  capillaries.  To  correct 
capillary  defects — fragility  and  permeability 
— we  prescribe  the  combination  of  hesperidin 
(100  mg) — ascorbic  acid  (100  mg)  per  capsule 
as  Hesper-C — four  to  eight  capsules  daily 
When  response  is  satisfactory,  the  patient  is 
maintained  on  three  capsules  daily  indefi- 
nitely. 

Nutrition:  Most  patients  with  ulcerative 
colitis  become  undernourished  rapidly.  Ab- 
normal protein  and  fat  loss  occurs  not  only 
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because  of  impaired  absorption  and  diarrhea, 
but  also  because  there  is  an  appreciable  re- 
excretion of  protein  into  the  gut. 

Optimum  Nutrition  Required 

Thus,  it  is  obvious  that  rational  manage- 
ment of  ulcerative  colitis  must  include  opti- 
mum nutrition.  We  believe  that  an  intact 
protein  of  high  biologic  value  is  a better  sup- 
plement than  the  digested  types  of  protein 
such  as  amino  acid  preparations.  In  severe 
cases  whole  blood  transfusions  may  be  indi- 
cated. In  our  therapeutic  regimen  we  like 
to  use  an  intact  protein  preparation  contain- 
ing all  essential  factors  necessary  to  maintain 
nitrogen  balance.  We  also  make  use  of  a 
liver  extract  fortified  with  Bii  as  well  as  multi- 
ple vitamin  preparations  to  round  out  our 
nutrition  program. 

Steroids  And  Antibiotics:  Colon  inflamma- 
tion may  be  extreme  and,  obviously,  contri- 
butes to  bowel  instability  and  increases  the 
diarrhea.  If  the  patient  is  febrile  (as  is  often 
the  case)  there  is  the  possibility  that  second- 
ary infection  of  the  inflamed  and  necrotic 
mucosa  exists.  The  response  to  sulfonamide 
derivatives  has  on  occasion  been  striking,  as 
has  been  that  to  600,000  or  more  units  of 
penicillin  and  0.5  gm  of  streptomycin  intra- 
muscularly twice  daily.  Oral  administration 
of  antibiotics  should  be  used  with  caution  if 
at  all,  as  it  may  cause  severe  damage,  such 
as  manifestations  of  hemorrhage  enteritis,  and 
the  eventual  formation  of  resistant  strains. 
We  have  observed  that  antibiotics  do  present 
serious  types  of  drug  symptoms  resulting  in 
what  we  have  formerly  designated  “antibio- 
tic diarrhea. Frequently,  however,  use  of 
corticosteroid  therapy  is  necessary  to  combat 
toxemia  and  diarrhea. 

ACTH  may  accelerate  remission  of  the 
acute  symptoms  and  may  have  a favorable 
effect  on  the  bodily  resistance  to  the  reactions 
of  the  colitis.  ACTH  does  not  replace  any 
of  the  established  medical  and  surgical  mea- 
sures— it  constitutes  a powerful  therapeutic 
tool  with  fairly  definite  indications  and  has  an 
important  place  in  the  management  of  selected 
cases.  The  physician  must  be  alert  to  the 
fact  that  ACTH  suppresses  the  manifestations 


of  the  disease  but  does  not  reverse  the  basic 
disease  process.  The  judicious  use  of  ACTH 
in  all  probability  re-establishes  biophysiologic 
equilibrium  if  the  amount  of  the  hormone 
continues  within  the  physiological  needs  of 
the  patient.  An  enema  of  hydrocortisone  by 
retention  is  a useful  adjuvant  even  in  the 
early  cases.  The  stock  preparation  is  pre- 
pared by  mixing  16  grams  of  phthalylsulf ace- 
tamide and  125  mg  of  prednisolone  in  240  cc 
of  water.  One  ounce  of  the  suspension  is  di- 
luted with  2 ounces  of  water  and  the  prepara- 
tion instilled  into  the  rectum  at  bedtime.  In 
many  patients  the  rectal  mucosa  on  sigmoido- 
scopic  examination  showed  gross  evidence  of 
healing  after  one  week. 

ACTH  With  Posphorylated  Hesperidin 

Lately  we  have  been  using  ACTH  with 
phosphorylated  hesperidin,  injecting  40  units 
intramuscularly  daily  until  satisfactory  con- 
trol of  the  acute  symptoms  were  realized; 
then  the  dose  was  spaced  at  two  to  three  day 
intervals.  It  has  been  reported  that  ACTH 
in  gelatin  with  phosphorylated  hesperidin 
resulted  in  an  enhanced  effect  of  the  hormone 
upon  the  adrenal  cortex  as  measured  by 
adrenal  ascorbic  acid.  The  mechanism  of  ac- 
tion is  attributed  to  the  antihyaluronidase  as 
well  as  the  anti-proctolytic  properties  of  the 
phosphorylated  hesperidin. 

Our  rational  for  the  use  of  ACTH  with 
phosphorylated  hesperidin  is  based  upon  the 
concept  that  the  inflammation  and  edema  of 
the  colon  would  be  considerably  reduced  and 
local  conditions  would  result  which  would  be 
favorable  to  the  “healing”  potentials  of  hes- 
peridin-ascorbic  acid  and  the  other  aspects 
of  therapy  described. 

The  results,  in  a series  still  under  investi- 
gation, indicate  that  the  patients  treated  with 
ACTH  with  phosphorylated  hesperidin  showed 
improvement  sooner  than  a comparative  set 
of  patients  who  did  not  recieve  the  hesperidin. 
The  response  was  not  only  more  rapid,  but 
there  was  less  blood  lost  in  the  stool,  hemo- 
globin increased  more  rapidly,  the  patients 
showed  increased  appetite  with  consequent 
nutritional  improvement  and  greater  sense  of 
well  being. 
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Psychotherapy:  Psychotherapy  should  be  in 
the  hands  of  the  physician  managing  the  pa- 
tient. A sympathetic  approach  to  a relation- 
ship with  the  patient;  a relationship  in  which 
the  physician  becomes  an  interested  protec- 
tive friend  on  whom  the  patient  can  depend 
for  emotional  support  and  situational  help. 
This  approach  has  been  described  as  “ . . . the 
opportunity  for  the  patient  to  discharge  his 
aggressive  feelings  and  by  giving  him  constant 
sympathy  and  protection,  to  help  him  in  re- 
asserting himself.  Improvement  of  social  con- 
ditions, therapeutic  influence  on  attitude  of 
parents,  marriage  partners  or  employers  . . . 
the  realization  that  ulcerative  colitis  patients 
are  immature  personalities  who  should  be 
treated  as  such  and  that  the  disease  itself 
has  contributed  to  the  regression  into  more 
infantile  . . . patients,  has  been  of  great  im- 
portance ...” 

Formal  psychiatric  therapy  is,  in  most  in- 
stances, not  necessary,  and  in  the  acutely  ill 
patient,  has  been  harmful. 

Treatment  Of  Fulminoting  Ulcerative  Colitis 

In  acute  fulminating  ulcerative  colitis,  oc- 
curring in  perhaps  10  percent  of  patients,  the 
physician  is  dealing  with  a condition  marked 
by  prostration  with  high  fever,  vomiting,  ab- 
dominal distention,  dehydration,  electrolyte 
loss,  and  hemorrhage  and  having  a mortality 
of  from  30  to  50  percent.  Optimal  manage- 
ment is  concerned  with  correction  of  electro- 
lyte and  fluid  disturbances,  hemorrhage  and 
toxicity 

Fluid  and  electrolyte  imbalance  occurs  due 
to  decreased  intake,  vomiting,  increased  loss 
and  temporary  renal  dysfunction;  therefore 
parenteral  replacement  is  mandatory.  Vigor- 
ous correction  of  existing  dehydration  neces- 
sitates administration  of  6 to  7 liters  of  fluid 
in  24  hours.  Electrolyte  replacement  may  be 
required  for  acidosis  with  hypokalemia,  neces- 
sitating a solution  relatively  higher  in  sodium 
than  in  chloride  and  containing  small  amounts 
of  alkali  and  potassium.  If  there  has  been 
protracted  emesis,  therapy  for  alkalosis  is 
needed  and  consists  of  liberal  amounts  of 
sodium  chloride  solution;  occasionally,  am- 
monium chloride  may  be  substituted. 


Massive  Hemorrhage — A Life-Threatening 
Symptom 

The  life-threatening  symptom  of  ulcerative 
colitis,  however,  is  massive  hemorrhage.  Al- 
though mortality  is  relatively  rare,  decisive 
action  must  be  taken  in  order  to  prevent  con- 
sequences of  depleted  blood  volume  in  an 
acutely  dehydrated  person,  such  as  irreversible 
shock  or  serious  damage  to  the  brain,  heart, 
or  kidneys  caused  by  anoxemia  and  diminished 
flow  of  blood  to  these  organs.  Blood  loss  must 
be  replaced  rapidly  and  sufficiently  to  prevent 
shock  and  maintain  urinary  output  at  a rate 
of  at  least  1000  ml/24  hours.  Adequacy  of 
blood  replacement  may  have  to  be  checked 
by  determinations  of  the  hematocrit  and  blood 
volume  since  the  patient’s  extremeties  may  be 
warm  despite  the  persistence  of  hypotension. 
Because  major  hemorrhage  may  occur  in  any 
patient  with  severe  ulcerative  colitis,  all  such 
individuals  must  be  immediately  typed  and 
cross-matched  and  then  blood  should  be  held 
in  reserve  during  hospitalization.  Should 
bleeding  persist  or  the  patient  not  respond 
to  transfusion,  surgical  intervention  is  indi- 
cated. 

Treatment 

Treatment  for  this  acutely  toxic  state,  in 
addition  to  blood,  fluids,  and  electrolyte  re- 
placement consists  primarily  of  the  parenteral 
administration  of  antibiotics  (penicillin,  600,- 
000  or  more  units,  and  dihydrostreptomycin, 
0.5  mg  twice  daily)  and  the  administration  of 
ACTH,  25  to  30  units  intravenously  over  an 
8 to  12  hour  period  for  a varying  length  of 
time,  usually  10  to  14  days,  after  which  the 
drug  is  given  intramuscularly  in  gel  form,  20 
units  twice  daily.  Dosage  is  gradually  re- 
duced as  improvement  ensues.  During  this 
period  careful  check  is  made  continuously  for 
evidence  of  colon  perforation;  since  this  may 
occur  “silently,”  frequent  Aims  of  the  abdomen 
should  be  taken.  When  distention  is  severe, 
the  patient  should  receive  only  clear  fluids  by 
mouth;  as  it  wanes,  diet  ad  libitum  is  pre- 
scribed. Should  toxicity  persist  or  perforation 
occur,  surgical  intervention  is  indicated,  with 
the  hope  that  subtotal  colectomy  with  ileos- 
tomy can  be  done. 
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Conclusion 

The  physician’s  goal  in  any  therapeutic 
program  is  the  restoration  of  anatomic  struc- 
ture and  re-establishment  of  homeostasis  or 
physiologic  and  biochemical  equilibrium. 
These  ideals  can  only  be  wishful  thinking 
when  dealing  with  ulcerative  colitis  patients. 
We  can  frequently  free  the  patient  of  symp- 
toms, or  bring  about  a remission,  which  is 
gratifying  to  the  patient.  Proper  medical 
management,  which  depends  on  a good  diag- 
nosis and  knowing  which  therapeutic  pro- 
cedure to  select  for  each  patient,  will  definitely 
limit  the  number  of  patients  who  might  either 
require  surgery,  or  would  otherwise  die  as  a 
result  of  this  disease. 


REFERENCES 

1.  Portis.  S.  A.:  Newer  Concepts  and  Management  of  Idiopathic 

Ulcerative  Colitis.  Canad.  63:237.  19^0. 

2.  Bassler.  A.:  The  Etiology  and  Treatment  of  Chronic  Ulcerative 
Colitis  (non-spcciftc).  Rhode  Island  M.J.,  31:663,  19*1^. 

3.  Felson.  Bacillary  Dysentery.  Colitis  and  Enteritis.  Philadel- 
phia. W.  B.  Saunders  Co..  1930. 

4.  Bargen.  J.  A.:  Etiology  of  Chronic  Ulcerative  Colitis.  J.  A.  M. 
A..  83:332.  1924. 

3.  Paulson.  M.:  Present  Status  of  Idiopatliic  Ulcerative  Colitis  with 
Special  Reference  to  Etiology.  J.  A.  M.  A..  101:1687,  1933. 

6.  Raf.sky.  H.  A.  and  Manheims,  P.  J.:  Significance  of  Bargen  Or- 
ganism as  Etiologic  Factor  in  Ulcerative  Colitis.  Am.  J.  M.  Sc., 
182:232.  1932. 

7.  Meyer,  K..  Gclhorn.  A.  Prudden.  J.  F.,  Lehman.  W.  L.  and 
Steinberg.  A.:  Lysozyme  in  Chronic  Ulcerative  Colitis.  Proc.  Soc. 
Exper.  Biol.  Sc  Med.,  63:221.  1947. 

8.  Gray.  S.  j.,  Reifenstein.  R.  W^.,  Connolly.  E.  P..  Spiro.  H.  M. 
and  Gordon  Young.  J.  D.:  Lysozyme  in  Ulcerative  Colitis.  Gas- 
troenterology. 16:687,  1930. 

9.  Yonkman.  F.  F.:  The  Pharmacology  of  Newer  Agents  Em- 
ployed in  the  Treatment  of  Gastrointestinal  Disturbances  with 
Special  Reference  to  Regional  Ileitis  and  Ulcerative  Colitis. 
Bull.  N.Y.  Acad.  Med.,  28:700.  1932. 

10.  Maratha,  Z.,  Kraus,  V..  Setha,  J.  and  Tejinsky,  J.:  Fragility 
of  Capillaries  of  the  Skin,  and  of  Mucous  Membranes  of  the 
Mouth  and  Rectum,  with  Special  Regard  to  Ulcerative  Colitis. 
Casop.  lek  cesk..  90:1173.  1931. 

11.  Weiss,  J.  :DiarrheaI  Syndrome.  Report  on  Therapy  Using  Resion 
with  Polymyxin  and  Phthalysulfacetamide.  Am.  J.  Gastroenterol. 
22:64.  1934. 

12.  Horoschak.  S.:  Clinical  Application  of  Synergists;  Ascorbis  Acid 
and  Hesperidin.  Experfl.  Med.  and  Surg..  12:370.  1934. 


CLINICAL  NOTICES  AND  MEETINGS 

A post-graduate  course  sponsored  by  Hahnemann  Medical  College  and  Hospital 
vill  be  given  on  “Aging  of  the  Lung;  Perspectives,”  at  the  Sheraton  Hotel, 
Philadelphia,  November  18-20. 

The  medical  and  surgical  profession  are  cordially  invited  to  attend  the  Mid- 
Atlantic  Section  of  the  International  College  of  Surgeons  which  will  be  held 
at  the  Homestead  Hotel,  Hot  Springs,  Virginia,  November  7,  8,  and  9. 

Applications  for  research  grants  awarded  by  the  American  Thoracic  Society  may 
be  submitted  between  now  and  December  15,  1963.  Grants  will  be  awarded  for 
m.edical  and  social  research  in  the  field  of  respiratory  diseases,  including  tuber- 
culosis, for  the  year  beginning  July  1,  1964.  For  further  information  please 
write  division  of  Research  and  Statistics,  American  Thoracic  Society,  1790 
Broadway,  New  York  19. 

Applications  are  now  being  accepted  by  Wyeth  Laboratories  for  its  seventh 
program  of  Pediatric  Residency  Fellowships.  Applicants  must  be  citizens  of 
the  U.S.  or  Canada  and  awards  are  limited  to  interns,  young  physicians  who 
have  recently  completed  internships,  physicians  coming  out  of  the  Armed 
Forces  or  to  Research  Fellows.  Inquiries  may  be  directed  to  Dr.  Phillip  S. 
Barba,  University  of  Pennsylvania  School  of  Medicine,  Philadelphia  4. 
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A Case  Report 


* An  unusual  case  where  substances  in  unboiled 
samples  of  city  water  supply  were  identified  by 
intradermal  and  patch  testincg  as  allergens.  It  is 
suspected  that  fluorides  and  chlorines  may  be  the 
active  allergens.  Desensitization,  using  Berkefeld 
filtered  solution,  was  accompanied  by  relief  of 
symptoms. 


introduction 

Clinical  suspicion  and  recognition  of  al- 
ergens  is  followed  by  tests  to  confirm  the 
diagnosis.  Allergy  to  chemicals  is  difficult  to 
prove,  particularly  when  it  is  not  expected, 
as  in  the  following  case  in  which  allergy  is 
suspected  to  chlorine,  fluoride,  or  other  sub- 
stances, present  in  city  water. 

Case  Report 

The  patient,  a 49  year  old  secretary  who 
lived  in  Philadelphia  complained  that  since 
January  1962  her  entire  body  turned  red  and 
“burned  as  though  on  fire”  immediately  after 
bathing.  This  burning  sensation  was  unbear- 
able until  she  applied  a liquid  cream  over  her 
body;  then  the  burning  sensation  subsided 
within  15  minutes.  When  she  washed  her 
hands,  face  and  neck,  she  would  also  have 
the  sensations  of  burning  and  redness.  After 
drinking  water,  the  exposed  parts  of  her  body, 
face,  neck  and  upper  chest  became  a red  color. 
She  did  not  use  detergents  for  cleaning  the 
bathtub.  She  had  tried  several  varieties  of 
soaps.  In  1958,  new  copper  water  pipes  were 
installed  in  her  home. 

She  was  free  of  symptoms  for  several  weeks 
while  on  vacation  in  the  country,  where  she 
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bathed  and  drank  water  from  an  artesian  well 
without  deleterious  effect. 

In  the  past  she  had  known  of  sensitivity  to 
sunlight  and  to  insect  bites. 

Physical  examination  and  laboratory  studies 
including  urinalysis,  blood  count,  blood  sugar 
and  urea  nitrogen  were  normal. 

Upon  inquiry,  the  Philadelphia  Water  De- 
partment stated'  that  there  had  been  no 
change  in  the  concentration  (one  part  per 
million)  of  the  fluoride  or  chlorine  in  the  city 
water  supply  for  the  past  seven  years. 

Before  diagnostic  study  the  patient  was 
given  trial  treatment^’^  with  Periactin  (Cy- 
proheptidin)  4 mg.  four  times  a day.  Sero- 
tonin levels  were  not  determined.  There  was 
no  improvement. 

The  patient  brought  a sample  of  water 
from  her  home  for  testing.  One-half  was  boiled 
and  passed  through  a Berkefeld  filter.  The 
other  half  was  passed  through  the  Berkefeld 
filter  but  not  boiled.  The  patient  was  tested 
intradermally  with  2 mn.  from  each.  The 
boiled  and  filtered  water  did  not  show  a local 
reaction;  but  the  filtered  water  (not  boiled) 
caused  a large  local  erythema  within  five 
minutes. 

Intradermal  tests,  using  these  solutions. 
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were  done  on  two  other  patients  who  had  no 
local  reactions. 

Boiling  the  water  may  have  volatilized  or 
precipitated  some  substances,  possibly  the 
chlorine  and  the  fluoride.  Consequently,  after 
boiling,  these  or  other  substances  were  absent 
from  the  solution  and  there  was  no  reaction 
on  intradermal  testing. 

Further  study  of  the  patient’s  sensitivity 
was  done  by  patch  testing,  using  dental 
fluoride  paste  and  an  oily  suspension  of 
Chlorox.  Fluoride  paste,  used  by  dentists, 
was  used.  For  the  chlorine  patch  test, 
Chlorox  was  mixed  with  5 parts  of  mineral 
oil.  The  fluoride  paste  and  the  chlorine  mix- 
ture was  placed  on  the  patient’s  upper  outer 
arm,  two  inches  apart,  with  control  areas. 
They  were  covered  with  a dressing.  After 
two  hours,  the  patient  removed  the  dressings 
because  of  excessive  burning.  Both  patch 
tests  provoked  highly  positive  reactions. 

Similar  patch  tests  with  the  fluoride  and 
chlorine  were  done  on  two  other  patients:  no 
local  reactions  were  found. 

The  positive  intradermal  tests  indicated 
the  presence  of  allergens  in  the  unboiled  city 
water  and  the  positive  patch  tests  indicated 
that  this  patient  was  probably  sensitive  to 
chlorine  and  fluoride. 

Management 

Desensitization  of  the  patient  was  begun 
with  0.5  mn.  of  the  Altered  unboiled  water 
which  had  given  a positive  reaction.  The 
intramuscular  route  had  to  be  used  because 
intradermal  or  subcutaneous  injections  were 
followed  by  painful  nodules.  Dosage  of  the 
intramuscular  injection  was  gradually  in- 
creased to  6 mn.  given  twice  a week. 

Because  the  patient  had  pain  and  tender- 
ness for  two  to  three  days  after  each  injec- 
tion, the  dosage  was  reduced  to  4 mn.  twice 
a week.  Since  the  patient  noted  that  the 
redness  and  the  sensation  of  burning  of  neck 
and  chest  occurred  after  drinking  tap  water. 


distilled  water  was  suggested  for  drinking 
purposes.  She  took  antihistamines  before 
her  baths,  to  which  she  added  water  softeners. 
After  three  months,  with  the  progress  of  the 
desensitization,  she  bathed  without  taking 
antihistamines. 

As  of  October  1962,  the  patient  no  longer 
noted  redness  and  burning  sensations  in  the 
skin  when  in  contact  with  city  water.  She 
can  also  drink  city  water  without  abnormal 
skin  reaction. 

Discussion 

Of  interest  is  the  appearance  of  an  allergy 
to  constituents  of  city  water  in  a patient, 
who  had  been  using  this  water  supply  for 
many  years.  Not  only  is  it  unexpected  that 
this  would  exist  as  an  allergy,  but  also  that 
it  should  appear  without  provocation  since 
there  had  been  no  alteration  in  chemical  con- 
stituents of  the  water  for  many  years. 

Also  of  interest,  although  it  follows  upon 
identification  of  the  allergens,  is  that  the 
patient  become  asymptomatic  after  desensi- 
tization to  the  allergens. 

It  may  also  be  possible  that  some  undiag- 
nosed skin  lesion  may  be  due  to  chemical 
substances  such  as  chlorides,  fluorides,  or 
some  others ( including  bacterial  toxins)  in 
the  city  water.  A patch  test  may  verify  the 
presumptive  diagnosis. 

It  is  interesting  to  note  that  the  patient 
is  relieved  after  four  months  of  desensitization 
therapy  with  increasing  tolerance  of  the  in- 
jected allergen.^'^ 
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THE  FIFTH  YEAR  OF  DIABETES 

TESTING  IN  DELAWARE 

A Letter  to  the  Profession 


Dear  Fellow  Physicians: 

The  Delaware  Diabetes  Association  was  most  unfortunate  in  losing  one  of  its 
great  lay  workers  and  a co-founder  of  the  Clinical  and  Lay  Societies.  Abel  Klaw, 
a retired  lawyer  from  the  DuPont  Company,  was  interested  in  Diabetics.  The 
question  before  us  now  with  the  November  Drive,  17th  to  23rd,  for  new  diabetics 
coming  up  is — are  we  the  physicians  interested? 

The  Association  will  supply  the  Drey-paks  free,  an  office  procedure  or  self- 
testing strip  of  glucose,  oxidase  paper.  Test  your  families  first;  this  includes 
your  uncles,  aunts,  cousins,  nieces  and  nephews.  Give  them  a break — something 
free  for  a change.  Then  test  your  office  staff — who  are  more  deserving?  Then 
how  about  the  neighbors  next?.  . . and  please  don’t  forget  your  patients. 


Many  physicians  today  are  hesitant  to  diagnose  diabetes  mellitus  on  the 
basis  of  what  appears  to  be  a minor  loss  of  tolerance  for  carbohydrate.  As  a 
result  of  this,  many  are  sentenced  to  a waiting  period  until  overt  diabetes  appears. 
This  results  in  a loss  of  valuable  time. 


The  use  of  the  Drey-pak  will  not  discover  them,  but  many  hidden  or  early 
diabetics  can  be  discovered  with  testing  anytime  within  an  hour  after  a good 
meal — the  feasting  test  is  the  best.  The  Drey-pak  will  be  delivered  to  your  office 
by  calling  the  Association  any  morning  9:30  to  11:30.  If  you  would  rather  use 
your  own  Benedict’s  or  Clinitest,  we  will  welcome  your  reports — they  may  be 
given  by  telephone  (call  the  Association)  mail  or  we  will  pick  them  up. 


Begin  testing  now — your  results  can  be  used  in  the  total  calculation,  but 
live,  talk  and  diagnose  in  a diabetic  atmosphere  during  Diabetes  Week. 

Arrange  your  routine  orders  for  admitting  patients  to  the  hospital  to  include 
a feasting  blood  sugar  1-2  hours  after  a good  meal.  We,  in  the  Delaware 
Diabetes  Association,  have  found  many,  many  cases  by  post-prandial  blood 
sugars. 


You  will  be  surprised  how  many  of  your  patients  have  diabetes,  yet  undiag- 
nosed because  it  is  mild.  Then  the  test  will  lead  to  the  next  question — is  there 
diabetes  in  your  family?  This  query  is  as  important  as  the  test  itself.  Physi- 
cians, if  you  want  your  diabetics  to  have  a complete  education  in  this  disorder 
and  to  save  you  time  in  your  practice,  the  Lay  Society  offers  two  (2)  meetings 
a year — one  is  usually  a workshop.  Also  about  every  month,  a delightful  meet- 
ing is  held  with  the  mothers  of  diabetic  children.  Would  you  like  to  talk  with 
them — we  don’t  talk  to  them — sometimes  they  can  teach  us  some  tricks — then 
call  Dr.  H.  Baganz,  President  of  the  Association.  We  will  be  happy  to  have  you 
as  a guest. 

Yours  for  better  diabetic  diagnosis, 

EDWARD  M.  BOHAN,  M.  D. 

Advisor  to  Lay  Society 
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Alexander  Cordova,  M.D.,  Central  University  Medical  School, 
’56,  is  a native  of  Quito,  Ecuador.  Delaware  license:  1962; 
Specialty:  General  Practice.  Dr.  Cordova’s  hobby  is  collecting 
girls;  he  has  six  daughters!  Office:  Medical  Arts  Building,  Newark. 


Helen  E.  Lane,  M.D.,  Boston  University  School  of  Medicine,  ’43, 
is  a Bostonian.  Delaware  license:  1950;  Specialty:  Internal 
Medicine.  Dr.  Lane  and  her  husband,  who  is  a Delaware  River 
Pilot,  have  two  children.  She  enjoys  literature  on  the  “War  Be- 
tween the  States”  and  translating  Latin.  Office:  Delaware 

Hospital. 


Jane  Crane  Straughn,  M.D.,  Johns  Hopkins  University  School 
of  Medicine,  ’57,  was  born  in  Buffalo,  New  York,  but  grew  up  in 
this  area.  Delaware  license:  1962;  Specialty:  Internal  Medicine, 
Gastroenterology.  Office:  1300  Delaware  Avenue,  Wilmington. 


Andrey  a.  Georgieff,  M.D.,  University  of  Sofia  Medical  School, 
’44,  is  a native  of  Sofia,  Bulgaria.  Delaware  license:  1960; 
Specialty:  General  Practice.  Dr.  Georgieff  is  a bachelor.  Office: 
107  Wordsworth  Drive,  Wilmington. 


Emanuel  Renzi,  M.D.,  University  of  Pennsylvania,  ’53,  is  a native 
Philadelphian.  Delaware  license:  1963;  Specialty:  Radiology.  Dr. 
Renzi  is  currently  instructor  on  the  staff  of  Jefferson  Medical 
College  and  in  his  spare  time  likes  to  garden.  He  and  his  wife, 
Joann,  will  celebrate  their  first  wedding  anniversary  in  December. 
Office:  Delaware  Hospital. 


Pierre  L.  LeRoy,  M.D.,  Jefferson  Medical  College,  ’56,  was  born 
in  St.  Omer,  France.  Delaware  license:  1962;  Specialty:  Neuro- 
surgery. Dr.  LeRoy  likes  sailing,  gardening  and  is  a collector  of 
classic  medical  books.  There  are  three  children  in  the  family. 
Office:  1401  Pennsylvania  Avenue. 
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WHAT  DOES  THE  FUTURE  HOLD  FOR  THE  FAMILY  DOCTOR? 


The  period  since  World  War  II  has  shown 
a marked  increase  of  specialization  in  medi- 
cine and  a corresponding  decrease  of  general 
practitioners.  It  appears  that  this  trend  will 
continue  in  the  future.  This  is  an  unfortun- 
ate condition  as  the  country  actually  needs 
more  family  doctors.  General  practice  is  be- 
ing discouraged  by  many  people  who  are 
increasingly  going  directly  to  specialists  for 
every  symptom  or  complaint  they  have. 
Specialists  by  training  can  treat  only  a small 
segment  of  the  body,  and  it  is  generally  ac- 
cepted that  successful  treatment  of  the  pa- 
tient requires  treatment  of  the  patient  as  a 
whole  being. 

Any  improvement  of  the  family  physician’s 
status  in  this  country  can  only  result  from  a 
return  to  the  old  principles  of  treating  the 
patient  as  a whole  being,  physically,  spirit- 
ually, and  emotionally,  as  was  practiced  in 
medicine  since  the  time  of  Hippocrates.  Only 
recently  the  modern  scientific-laboratory  ap- 
proach replaced  that  of  using  all  the  arts  as 
well  as  the  sciences  that  are  available  to  the 
doctor.  This  shift  to  so-called  scientific  medi- 
cine has  changed  many  physicians’  attitude 
to  that  of  a scientific  automaton.  This  has 
resulted  in  a disenchantment  of  the  public 
with  the  doctor,  and  with  a lowering  of  his 
status  in  the  community. 

Over  two-thirds  of  all  patients  seeking 
medical  attention  have  symptoms  entirely  or 
predominantly  of  emotional  disorders.  In 
addition  there  are  millions  of  others  with 
emotional  disturbances,  who  need  help  and 
are  unable  to  find  it.  A return  of  medicine 
to  the  old  concept  of  treating  the  patient  as 
a whole  man  will  greatly  improve  the  results 
that  one  has  in  treating  this  majority  of  pa- 
tients with  emotional  disorders;  this  will  in- 
crease the  number  of  people  who  will  seek 
out  this  type  of  physician. 

The  general  practitioner’s  position  in  medi- 


cine is  an  important  one.  He  should  be  the 
first  to  see  each  patient.  In  complicated 
medical  problems  he  should  make  all  referrals 
of  the  patient  to  any  specialist  without  hesi- 
tation, when  indicated;  this  the  patient  de- 
serves and  wants.  In  all  referrals  the  family 
doctor  should  keep  the  responsibility  of  super- 
vising all  treatments  and  of  evaluating  their 
results.  The  family  doctor  often  must  act  as 
counselor  for  the  patient’s  problems  and  emo- 
tional disturbances. 

The  chief  difficulties  in  the  successful  treat- 
ment of  the  patient  as  a whole  being  are  due 
to  the  unsatisfactory  methods  that  are  avail- 
able for  the  short-term  therapy  of  the  masses 
of  the  emotionally  disturbed.  The  Joint 
Commission  on  Mental  Illness  and  Health  in 
its  final  report  to  Congress  pointed  out  the 
great  need  that  exists  for  new  and  more  ef- 
fective methods  of  treating  the  masses  of 
disturbed  persons.  It  also  stated  that  the 
family  doctor  must  play  a leading  role  in  the 
treatment  of  these  disturbed  persons. 

A recent  simplified  method  of  treating 
emotional  disorders  based  on  the  patient’s 
better  understanding  of  emotions  and  their 
disorders,  when  combined  with  the  principles 
of  Decisive  Thinking*  has  resulted  in  amaz- 
ingly good  results  .With  a little  instruction 
on  its  rules  and  a real  desire  to  help  disturbed 
persons,  any  doctor  is  capable  of  effectively 
helping  emotional  disorders  with  this  practical 
method  of  therapy  that  can  be  easily  adapted 
to  anyone’s  practice.  Unlike  other  methods, 
this  form  of  therapy  can  be  quickly  imple- 
mented and  is  readily  acceptable  to  the  pa- 
tient. Follow-up  visits  if  necessary  are  short 
and  not  frequent. 

Peter  J.  Olivere,  M.D. 


* Olivere,  P.  J.  Worry,  Anxiety  and  Fear,  An  Ef- 
fective Means  of  Prophylaxis  and  Treatment.  Del. 
Med.  J.  1962,  Vol.  34  Any.  Pg.  229 
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TOBACCO  AND  HEART  DISEASE 

Much  has  been  written  regarding  the  ill 
effects  of  tobacco  on  the  body  as  a whole, 
its  possible  factor  as  a cause  of  cancer  of  the 
lung,  and  its  relationship  to  heart  disease. 
There  are  two  schools  of  thought,  each  school 
backing  its  contention  by  multitudinous  statis- 
tics. Personal  prejudice  and  emotions  assume 
a major  role  whenever  this  subject  is  dis- 
cussed. 

A recent  report  by  Oglesby  Paul,  while 
limited  in  extent,  number,  and  duration  of 
the  study,  points  a warning  finger  toward 
cigarettes  in  the  background  of  coronary 
heart  disease.  In  the  group  under  study, 
there  was  no  significant  difference  found  be- 
tween the  nonsmokers,  the  cigar  smokers,  or 
the  pipe  smokers.  There  was  a highly  signifi- 
cant relation,  however,  to  the  use  of  cigarettes 
and  to  the  nonsmokers.  Furthermore,  the 
heavy  smoker  was  seen  more  prone  to  develop 
coronary  disease  than  the  person  who  smoked 
only  in  moderation. 

Again,  as  in  previous  discussions,  the  ques- 
tion of  cause  and  effect  must  be  raised.  There 
is  nothing  in  this  article  to  suggest  that  coron- 
ary disease  is  a direct  result  of  cigarette 
smoking.  The  possibility  always  remains  that 
the  type  of  person  who  is  prone  to  develop 
coronary  disease  is  the  same  type  of  person 
who  is  likely  to  be  a heavy  smoker. 

Be  that  as  it  may,  there  does  appear  to  be 
some  relationship  between  the  number  of 
cigarettes  consumed  and  the  chance  of  de- 
veloping coronary  heart  disease. 

ALLERGY  TO  INSECT  STINGS 

Congratulations  to  Life  for  another  excel- 
lent piece  of  medical  reporting.  In  the  August 
9th  issue,  sharing  the  spotlight  with  earth- 
quakes, mine  rescue,  international  politics, 
and  Notre  Dame  Cathedral,  was  an  excellent 
review  of  an  unusual  but  frequently  fatal 
condition,  allergy  to  insect  stings.  First-aid 
treatment  is  usually  of  no  value;  definitive 
treatment  must  be  instituted  within  a matter 


of  minutes.  Unfortunately,  the  very  nature 
of  the  condition  and  the  circumstances  under 
which  it  is  incurred  usually  places  definitive 
treatment  at  a considerable  distance.  De- 
sentization,  therefore,  is  the  only  satisfactory 
treatment  which  once  again  brings  up  the 
point  of  preventive  medicine. 

Your  Society  has  encouraged  your  coopera- 
tion with  the  National  Organization  that  is 
attempting  to  organize  the  fight  against  this 
condition.  Your  cooperation  will  be  most 
helpful. 

IATROGENIC  ALLERGY 

When  a person  takes  a trip  into  the  woods 
for  the  purpose  of  fishing,  hunting,  or  merely 
getting  out  into  the  open  he  always  runs  the 
risk  of  being  stung  by  insects.  Recently,  we 
have  become  aware  of  allergy  to  these  insect 
stings  and  this  can  be  deadly. 

When  a patient  seeks  aid  from  a physician, 
however,  he  should  not  be  so  exposing  him- 
self to  allergic  reaction.  The  fact  remains, 
however,  that  regardless  of  how  frequently  the 
fact  is  stressed  that  the  antibiotics  are  being 
used  too  frequently  and  unnecessarily,  this 
practice  still  continues. 

Teachers  in  our  medical  schools,  editors  in 
our  Medical  Journals  (including  your  Jour- 
nal) and  others  frequently  have  issued  warn- 
ings regarding  the  abuse  of  the  antibiotics. 
It  has  been  repeatedly  demonstrated  that 
antibiotics  are  not  indicated  in  the  treatment 
of  the  common  cold. 

We  are  soon  entering  another  winter  sea- 
son during  which  thousands  of  unnecessary 
prescriptions  for  antibiotics  will  be  written. 
From  the  economic  standpoint  alone  this  is 
unjustified.  From  the  standpoint  of  the  pos- 
sibility of  creating  an  allergic  reaction  in  a 
sick  patient,  this  is  totally  inexcusable. 

We  should  remember  that  a drug  is  con- 
traindicated until  such  time  as  a positive  indi- 
cation for  its  use  is  present. 
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Brief  Briefs 


The  Medical  Society  of  Delaware  has  awarded  four  scholarships  for  the 
coming  year.  Each  student  has  received  a $500  grant  under  the  Medical 
Society  of  Delaware’s  program  to  help  local  students  get  medical  educa- 
tions. The  recipients  are  now  being  helped  from  all  three  of  Delaware’s 
Counties.  Renewal  grants  were  given  to  Robert  Brereton,  Milford,  who 
will  enter  his  third  year  at  Temple  University  School  of  Medicine;  Al- 
phonso  P.  Ciarlo,  Wilmington,  who  will  enter  his  third  year  at  New  York 
Medical  College;  and  John  W.  Tull,  Wilmington,  who  will  enter  his  second 
year  at  Jefferson  Medical  College.  This  year’s  new  medical  scholarship 
will  go  to  C.  Wayne  Calloway,  Magnolia,  Delaware.  Calloway,  graduate 
of  the  University  of  Delaware,  will  enter  Northwestern  University  School 
of  Medicine  this  month. 

A hospital  school  program  for  young  patients — both  ambulatory  and 
bedridden — has  functioned  successfully  for  all  grade  levels  at  New  York 
Medical  College  for  the  past  15  years.  Under  the  sponsorship  of  the 
Board  of  Education,  School  No.  401,  a licensed  teacher  conducts  classes 
planned  to  parallel  as  closely  as  possible  those  of  a regular  public  school. 
This  school  work,  whether  in  the  hospital  school  room  or  at  bedside,  is 
highly  recommended  by  both  doctor  and  nurse.  It  not  only  helps  the 
patient  maintain  his  academic  work  but  helps  curb  his  natural  restless- 
ness during  prolonged  confinement.  Many  a case  has  been  helped  toward 
a speedier  recovery  by  this  type  of  activity. 

• Three  types  of  abdominal  operations — herniorrhaphies,  appendecto- 
mies, hysterectomies — account  for  33,590,000  convalescent  days  per  year, 
according  to  the  American  Society  of  Abdominal  Surgeons.  Convalescence 
after  surgery  was  defined  in  the  National  Health  Survey  as  the  number 
of  days  from  the  date  of  operation  to  the  date  on  which  the  patient 
returned  to  his  usual  full-time  activity.  The  Society  noted  that  despite 
medical  advances,  the  convalescent  period  for  abdominal  operations  con- 
tinues to  be  high.  This  reflects  that  modern  technology  and  research 
have  not  been  able  to  hasten  the  body’s  own  natural  recuperative  powers. 

• The  number  of  applicants  accepted  for  U.S.  medical  schools  increased 
in  1962-63.  This  is  due,  in  part,  to  the  addition  to  the  roster  of  U.S. 
medical  schools  of  the  California  College  of  Medicine,  which  accepted  94 
students  for  its  freshman  class  of  1962-63.  For  the  last  two  years  the 
total  applicant  group  has  had  somewhat  higher  scores  on  the  MCAT 
than  the  mean  of  500  assigned  to  the  original  standardization  sample  of 
1951. 

Quarantine  stations  have  been  alerted  to  be  especially  vigilant  in  clearing 
persons  arriving  from  Poland  where  the  city  of  Wroclaw  has  been  struck 
by  an  outbreak  of  small-pox.  Americans  who  have  recently  returned 
from  Poland  have  been  cautioned  to  see  their  physicians  at  once  if  they 
should  become  ill. 
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“Cracked  Egg” 
Derby 

Because  of  the  outbreak  of  Salmonella  derby  in  New  York  City  last  March, 
followed  by  similar  reports  from  Pennsylvania,  New  Jersey,  Massachusetts 
and  New  York  State,  it  was  felt  that  an  epidemic  of  hospital-associated 
salmonella  disease  was  occuring.  An  investigation  was  launched  by  city 
and  state  health  departments,  the  FDA,  and  Communicable  Disease 
Centers  personnel.  After  analysis  of  case  records  and  patients  had  ruled 
out  such  possible  common  sources  as  human  carriers  among  doctors, 
nurses  and  other  personnel,  medications  or  food  were  felt  to  be  the  only 
remaining  possibilities  as  vehicles  of  infection.  A careful  study  of  all 
foods  revealed  that  raw  or  undercooked  egg  were  consumed  by  more 
patients  than  any  other  single  food  item  or  medication  within  the  48 
hours  prior  to  the  onset  of  illness.  A sufficient  number  of  cases  of  this 
organism  were  recovered  from  cracked  eggs  from  farms  from  one  of  the 
areas  suppling  these  hospitals  to  lead  to  these  USPHS  recommendations: 
Persons  who  are  ill,  (especially  infants,  the  elderly  and  individuals  suffer- 
ing from  gastrointestinal  disease  or  malignancy)  should  not  be  fed  raw 
or  undercooked  eggs.  An  undercooked  egg  is  one  in  which  the  white  is 
not  firm.  Cracked  eggs  must  be  thoroughly  cooked  for  sterilization. 

DBO 

Inhibitors 

• A new  and  simple  test  for  measuring  the  activity  and  effectiveness  of 
a new  family  of  experimental  drugs  called  dopamine-beta-oxidase  (DBO) 
inhibitors,  has  been  developed  by  the  National  Heart  Institute  PHS. 
These  compounds  show  promise  for  the  study  of  hypertension.  DBO 
is  an  enzyme  essential  to  the  production  of  norepinephrine  and  epine- 
phrine, which  are  strongly  suspected  of  playing  an  important  role  in 
essential  hypertension.  Although  presently  available,  DBO  inhibitors 
are  far  too  toxic  for  use  in  patients.  It  appears  likely  that  safer  inhibitors 
will  eventually  be  developed.  This  possibility  prompted  two  scientists  of 
the  NIH  Experimental  Therapeutic  Branch  to  seek  an  effective  method 
for  assessing  the  effectiveness  of  DBO  inhibitors  in  man.  These  findings 
are  reported  in  the  British  Journal  of  Pharmacology  and  Chemotherapy. 
(20  (2):  278-284,  1963). 

Blue  Cross 
Dollars 
And  Sense 

• More  than  $942  million — or  nearly  91c  of  every  income  dollar — was 
paid  to  doctors  for  their  services  to  the  subscribers  last  year  by  the  78 
Blue  Shield  Plans  of  North  America.  Over  the  last  10  years  Blue  Shield 
payments  for  professional  services  have  nearly  quintupled  while,  in  the 
same  period,  operating  costs  of  the  Plans  have  been  steadily  reduced. 
Over  50  million  people  are  now  protected  by  Blue  Shield  in  the  United 
States,  Canada  and  Jamaica.  On  their  behalf.  Blue  Shield  pays  doctors 
an  average  of  two  and  one  half  millon  dollars  a day  for  professional 
services. 

Personal 

Glimpses 

Staff  Secretary  Winifred  Donnelly — Medical  Society  of  Delaware — was 
married  on  August  24th  and  is  now  Mrs.  Wellington  R.  Dowd  . . . Lemuel 
C.  McGee,  M.D.,  was  quoted  in  the  September  issue  of  Today's  Health, 
in  an  article  entitled,  “Why  Men  Should  Know  More  About 
Menstruation”  . . . 
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REPORT  ON  THE  AUXILIARY  WORKSHOP 


The  1963  theme  of  our  national  auxiliary, 
“Excellence  in  Achievement,”  has  been  the 
goal  of  the  woman’s  auxiliary  this  year.  We 
feel  we  have  excelled  in  many  ways,  but  our 
major  achievement  was  the  first  workshop 
ever  tried  in  the  state  to  my  knowledge. 

State  and  county  officers  and  chairmen  of 
committees  were  invited  to  participate  and 
were  asked  to  bring  to  the  workshop  another 
interested  auxiliary  member.  This  was  a 
“school  of  instruction”  type  program  with  the 
emphasis  on  the  inter-dependence  of  county, 
state  and  national  policies  and  goals.  Even 
though  many  members  were  there,  I shall 
present  the  highlights  of  the  day  for  those 
who  could  not  attend. 

Held  at  the  Academy  of  Medicine,  February 
7,  the  session  opened  at  10  a.m.  with  a key- 
note address  by  Dr.  H.  T.  McGuire.  Dr.  Mc- 
Guire is  currently  president  of  the  National 
Association  of  Blue  Shield  Plans,  Chairman 
of  “Aces  and  Deuces”  of  the  A.M. A.  and  a 
member  of  the  House  of  Delegates.  His  talk 
dealt  with  the  work  of  the  American  Medical 
Association  and  its  political  maneuverings. 
He  also  charmed  his  audience  with  his  ob- 
servations on  the  life  the  doctor’s  wife  leads. 

The  opening  address  by  Dr.  McGuire  was 
followed  by  a panel  of  three  active  auxiliary 
members — Mrs.  Joseph  Cassella,  Mrs.  Richard 
Comegys  and  Mrs.  James  Metzger.  The  sub- 
jects they  had  been  asked  to  discuss  to  give 


a well-rounded  picture  of  the  auxiliary  were: 
Organization  of  the  Woman’s  Auxiliary;  Edu- 
cational Program,  and  Community  Service. 
Their  presentation  was  followed  by  a ques- 
tion and  answer  period,  and  I regret  that 
each  member  of  the  auxiliary  was  not  present 
to  gain  a better  understanding  of  auxiliary 
affairs.  They  did  an  excellent  job  for  which 
I am  indeed  grateful. 

After  this  part  of  the  program,  we  divided 
into  small  discussion  groups  with  a modera- 
tor assigned  to  each  round  table.  We  were 
fortunate  in  having  Mr.  Lawrence  Morris, 
Executive  Secretary  of  the  State  Medical 
Society,  join  our  workshop  activities  for  this 
final  discussion  period.  These  smaller  groups 
led  to  a free  exchange  of  ideas  with  valuable 
recommendations  for  future  consideration. 

We  hope  that  all  aspects  of  the  program 
provided  a challenge  to  newer  members  as 
well  as  aiding  those  already  involved.  The 
primary  objective  of  this  initial  workshop  was 
to  make  the  job  transition  for  officers  and 
committee  chairmen  more  efficient  and  knowl- 
edgable. 

The  1963  workshop  was  not  perfect.  It 
was,  however,  a step  in  the  right  direction 
and  could  be  a worthwhile  program  for  each 
County  Auxiliary  to  undertake. 

Mrs.  Charles  F.  Richards 
President  1962-1963 


276 


October,  1963 


NOVEMBER,  1963 
VOLUME  35 
NUMBER  11 


elaware 


%dixd  ^omd 


PLANNING  A COMPREHENSIVE  MENTAL 
HEALTH  PROGRAM  FOR  DELAWARE 


* The  author  outlines  a new  mental  health  pro- 
gram for  Delaware,  under  a Federal  Grant,  to 
develop  community-based,  comprehensive  services 
for  the  mentally  and  emotionally  ill,  in  which 
members  of  the  Medical  Society  of  Delaware  can 
play  a significant  role. 


On  June  28,  1963,  the  Mental  Health  Au- 
thority of  the  State  of  Delaware  ( the  State 
Board  of  Trustees  of  the  Delaware  State  Hos- 
pital) was  officially  advised  that  the  United 
States  Public  Health  Service  had  approved 
its  preliminary  proposal  for  “Planning  A 
Comprehensive  Mental  Health  Program  for 
Delaware”  and  that  $50,000  in  Federal  funds 
had  been  allocated  to  formally  organize  and 
support  this  activity  for  the  year  1963-1964. 
It  is  expected  that  a similar  grant  will  be  made 
available  for  a second  year  period.  The  avail- 
ability of  the  Federal  grant  was  made  possible 
by  the  action  of  the  87th  Congress  authorizing 
4.2  million  dollars  to  support  comprehensive 
planning  for  mental  health  services  in  the 
States,  with  Delaware’s  share  the  $50,000 
mentioned  above  on  a matching  basis.  To 
meet  the  eligibility  requirement,  therefore, 
funds  in  the  same  amount  as  the  grant  from 
the  current  appropriation  to  the  Mental  Hy- 
giene Clinics  were  designated  as  ‘matching’ 
for  official  purposes. 

Dr.  T.irumianz  is  State  Psychiatrist  and  Director  of  Mental  Hygiene 
Clinics  of  Delaware. 


M.  A.  Tarumianz,  M.D. 

Those  funds  provided  under  the  grant  will 
be  used  to  underwrite  and  support  intensive 
study  and  planning  for  programs  and  facilities 
with  the  intent  to  provide  mental  health  serv- 
ices at  the  community  level  throughout  the 
State.  We  have  known  for  many  years  now 
that  in  the  best  interest  of  our  national  health, 
social  and  economic  welfare — and  to  be  true 
to  the  strongest  principles  of  a sound  and 
solid  social  structure — that  the  isolation,  the 
impersonalization,  through  the  traditional 
centralization  of  facilities  and  services  dedi- 
cated solely  to  the  care  and  treatment  of  the 
mentally  ill,  must  end.  Community  based 
services,  in  adequate  number,  must  be  made 
more  easily  accessible,  more  effective,  before 
any  of  us  can  feel  a just  effort  has  been  made 
to  utilize  all  available  resources  against  the 
nation’s  number  one  health  problem.  This 
was  clearly  corroborated  by  the  five  year 
study  by  the  Joint  Commission  on  Mental 
Illness  and  Health,  for  which  Congress  ap- 
propriated sufficient  funds  and  in  which  thirty- 
six  interested  public  and  private  agencies  and 
organizations  took  active  part,  with  forty- 
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five  individuals  representing  various  national 
public  and  private  interests.  Delaware  was 
represented  by  the  author. 

The  scientific  and  realistic  Planning  for  the 
provision  of  needed  community  services,  which 
Delaware  has  undertaken,  should  not  and  can- 
not be  regarded  as  the  responsibility  of  only 
the  professional  administrators  in  existing 
mental  health  programs;  they  are  few  in  num- 
ber and  their  community  awareness  at  the 
‘grass-roots’  level,  state-wide,  would  obviously 
be  professional  rather  than  deeply  personal 
and  involved.  Directly  or  indirectly,  all  per- 
sons are  concerned  with  mental  health.  Many 
people,  therefore,  should  have  a voice  before 
major  determinations  are  made  in  mental 
health  Planning  and  many,  heretofore  on  the 
sidelines  so  to  speak,  will  be  asked  to  actively 
participate  in  this  Planning  program. 

This  being  primarily  a health  matter  and 
since  the  members  of  the  medical  profession 
are  everywhere  regarded  as  the  guardians  of 
health,  it  is  expected  that  they  will  take  an 
even  more  intimate  interest  in  this  Planning 
program  than  lay  people  who,  while  concerned 
with  and  affected  by  matters  pertaining  to 
mental  health,  cannot  inform  or  recommend 
with  the  same  depth  and  range  as  is  expected 
from  our  physicians  whose  training  and  prac- 
tice give  them  constant  exposure  to  the  many 
guises  and  disguises  of  mental  and  emotional 
ill  health. 

The  Delaware  Plan 

Structurally,  Delaware’s  Plan  is  as  follows: 

The  State  Mental  Health  Authority  has 
adopted  a formal  approach  to  statewide  plan- 
ning and  coordination  involving  available 
mental  health  resources  and  existing  unmet 
demands.  The  Planning  body  will  be  com- 
posed of  a Planning  Committee  and  a Plan- 
ning staff,  including  professional  consultants, 
under  the  Planning  Director. 

The  Planning  program  will  be  performed 
under  the  guidance  of  the  Committee,  repre- 
senting public  and  private  agencies  of  the 
State,  as  well  as  various  citizens’  groups,  the 
members  to  divest  themselves  from  partisan 
politics  while  working  within  the  framework 
of  the  Committee.  The  formal  Planning 


Committee  will  be  comprised  of  representa- 
tives from  the  following: 

State  Board  of  Trustees  of  Delaware  State 
Hospital  (the  president  and  the  secretary), 
Delaware  Legislature  (two  members  from  the 
Senate  and  two  members  from  the  House 
of  Representatives),  and  one  member  each 
from  the  Governor’s  Advisory  Committee  to 
the  State  Board  of  Trustees  of  the  Delaware 
State  Hospital,  Medical  Society  of  Delaware, 
Delaware  Psychiatric  Society,  State  Board  of 
Health,  University  of  Delaware,  Delaware 
State  College,  Department  of  Public  Instruc- 
tion, Delaware  Judiciary,  Delaware  Bar  As- 
sociation, Department  of  Public  Welfare,  Del- 
aware Psychological  Association,  Delaware 
Chapter  — National  Association  of  Social 
workers,  Delaware  Nurses  Association,  the 
Mental  Health  Association  of  Delaware,  the 
Welfare  Council  of  Delaware,  the  Youth  Serv- 
ices Commission,  the  Delaware  Commission 
on  Children  and  Youth,  the  Citizen’s  Advisory 
Committee  to  the  Division  on  Aging,  the  Del- 
aware Association  for  Retarded  Children,  the 
Women’s  Auxiliary  of  the  Delaware  State 
Hospital  and  Governor  Bacon  Health  Center, 
the  Department  of  Corrections,  the  Commit- 
tie  of  39,  the  National  Association  of 
College  Women,  Wilmington  Board  of  Educa- 
tion, Delaware  Federation  of  Labor  (AFL- 
CIO),  Chamber  of  Commerce,  Delaware  Hos- 
pital Association,  American  Association  of 
University  Women,  and  others. 

Governor  Elbert  N.  Carvel  is  the  Chair- 
man Ex-Officio  of  the  above  Committee  and 
Walter  H.  Lee,  M.D.,  Mental  Health  Author- 
ity and  president  of  the  State  Board  of  Trus- 
tees, is  the  Chairman. 

This  Committee  will  meet  at  least  quarterly 
to  review  the  work  of  the  Planning  staff.  An 
Executive  Committee,  composed  of  nine  mem- 
bers, will  meet  at  frequent  intervals,  possibly 
monthly  in  conjunction  with  the  State  Board 
of  Trustees’  regular  meetings.  Members  of 
the  Executive  Committee  include  the  two 
members  from  the  Board  of  Trustees  of  the 
Delaware  State  Hospital  and  one  member 
from  the  Governor’s  Advisory  Committee, 
Medical  Society  of  Delaware,  Delaware  Psy- 
chiatric Society,  State  Board  of  Health,  Uni- 
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versity  of  Delaware,  the  Mental  Health  As- 
sociation of  Delaware  and  the  Welfare  Coun- 
cil of  Delaware. 

The  functions  of  the  Planning  Committee 
are  as  follows: 

1.  Acting  in  an  advisory  capacity  to  the 
Program  Director. 

2.  Formulating  short-term  and  long-term 
goals  and  determining  the  priorities  for 
study  and  implementation. 

.3.  Evaluation  of  public  and  private  facilities 
for  the  care  of  the  mentally  ill. 

4.  Evaluation  of  data  collecting  activities 
of  the  program  and  the  encouragement  of 
a permanent  data  collecting  division  in  the 
mental  health  program  of  the  State. 

5.  Identification  of  those  factors  which 
would  impede  the  development  of  a com- 
munity based  program  such  as  vested  in- 
terests and  resistance  to  changes. 

6.  Defining  the  scope  of  the  services  to  be 
offered  in  a community-based  comprehen- 
sive mental  health  program  and  defining 
the  relationship  between  these  centers  and 
both  private  institutions  and  agencies. 

7.  Formulation  of  the  State  Plan  and  its 
presentation  to  the  Mental  Health  Author- 
ity. 

8.  By  its  multi-disciplinary  approach  and 
wide  range  of  interests,  to  plan  a compre- 
hensive mental  health  program  which  would 
bring  to  all  the  people  of  Delaware  the  most 
complete  emotional  and  mental  health  care. 

On  July  18,  1963,  the  State  Board  of  Trus- 
tees of  the  Delaware  State  Hospital  appointed 
the  author  as  Planning  Director,  which  be- 
came effective  September  1,  1963.  The  Plan- 
ning staff  consists  of  the  Director,  Program 
Coordinator  (Assistant  Director),  two  full 
time  Field  Survey  Workers  and  one  part-time, 
a Statistician — part  time,  and  a Secretary.  In 
addition  the  Director  will  engage  Consultants, 
as  required,  in  such  areas  as  law,  architecture, 
psychiatry,  nursing,  psychology,  sociology  and 
other  relevant  fields. 

Data  collection  in  depth  will  be  a prime 
pre-requisite  for  a formulation  of  the  State 
Plan.  Anticipating  the  full  cooperation  of 


the  people  of  Delaware,  its  institutions, 
agencies  and  organizations,  data  on  mental 
and  emotional  illnesses  of  children  and  adults 
(including  related  conditions  such  as  alcohol- 
ism, drug  addiction,  delinquency,  deteriora- 
tion in  old  age  and  some  aspects  of  mental 
retardation)  will  be  obtained  from  the  records 
of  the  Delaware  State  Hospital,  the  Governor 
Bacon  Health  Center,  the  Hospital  for  the 
Mentally  Retarded,  the  Mental  Hygiene 
Clinics  of  Delaware;  from  records  of  general 
hospitals,  clinics,  private  psychiatrists  and 
physicians;  from  records  of  the  Child  Guid- 
ance Clinic  of  Wilmington;  and,  from  house- 
to-house  surveys  in  various  parts  of  the  State. 
Data  will  be  obtained  from  the  Department 
of  Public  Instruction  as  to  the  number  of  re- 
tarded and  emotionally  disturbed  children 
who  require  service  and  from  local  school 
authorities  regarding  problems  such  as  ‘drop- 
outs.’ Data  will  be  obtained  from  the  Youth 
Services  Commission  on  the  incidence  of  de- 
linquency and  the  results  of  the  training  pro- 
gram in  the  schools  for  delinquents;  from  the 
Department  of  Public  Welfare  on  the  inci- 
dence of  cases  requiring  public  assistance  and 
its  relation  to  mental  illness  and  mental  de- 
ficiency, especially  as  to  the  number  of  cases 
requiring  help  because  a member  of  the  family 
is  hospitalized  for  emotional  or  mental  illness, 
and  as  to  the  problem  of  illegitimate  children 
and  their  mental  and  emotional  difficulties 
either  present  or  predictable;  from  the  De- 
partment of  Corrections  as  to  the  percentage 
of  prisoners  requiring  diagnostic  or  treatment 
services;  from  the  Welfare  Council  of  Dela- 
ware, information  which  they  recently  ob- 
tained from  a survey  of  unmet  needs  of 
children  in  Delaware.  Representatives  of 
county  Levy  Courts  and  other  local  govern- 
ment agencies  will  be  contacted  regarding 
their  problems  with  the  emotionally  and  men- 
tally ill  and  the  mentally  retarded.  Most 
important,  the  various  segments  of  our  State 
will  be  studied  from  the  communities’  points 
of  view — ^with  the  goal,  for  the  Planning  Com- 
mittee, of  establishing  the  most  appropriate 
and  useful  treatment  facility  and  or  services 
for  the  characteristis  population  to  be  served. 
In  studying  the  slum  areas,  one  should  ap- 
proach the  problem  considering  the  relation- 
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ship  of  socio-economic  conditions,  as  well  as 
milieu,  to  mental  and  emotional  aberrations 
in  the  nation  as  a whole,  comparing  the  figures 
with  similar  statistics  in  Scandanavian 
countries  where  undesirable,  unhealthy  socio- 
economic conditions,  as  well  as  undesirable 
milieus,  have  been  almost  eliminated. 

County  Districts 

Each  County  will  be  divided  into  various 
districts  (New  Castle  County,  approximately 
ten  districts  plus  the  City  of  Wilmington; 
Kent  County,  about  four;  and  Sussex  County, 
about  five)  and  the  needs  of  existing  facili- 
ties in  mental  health  will  be  surveyed  within 
each  district.  It  will  be  necessary  in  certain 
segments  of  each  County  to  survey  individual 
families  to  reach  some  conclusions,  and  make 
valid  and  realistic  determinations,  as  to  the 
extent  of  the  need  and  or  the  degree  to  which 
such  needs  are  met,  or  unmet,  in  a physically 
and  economically  accessible  manner.  In  sur- 
veying, the  staff  will  note  where  there  is  a 
need  for  additional  clinics,  community  mental 
health  centers,  day  hospitals  and  night  hos- 
pitals, foster  home  service,  halfway  houses  or 
such.  Survey  and  investigation  will  be  of 
vital  importance  as  to  existing  facilities  in 
general  hospitals  throughout  the  State.  In 
considering  the  establishment  of  new  Com- 
munity Mental  Centers,  for  example,  one 
should  consider  the  necessity  of  having  such 
facilities  in  close  proximity  to  general  hos- 
pitals. The  same  will  apply  to  branch  units 
of  inpatient  services  for  dependent  residential 
care  when  the  decentralization  of  the  Dela- 
ware State  Hospital  and  the  Hospital  for  the 
Mentally  Retarded  become  a reality. 

To  assist  in  accomplishing  the  survey  and 
investigation  work,  each  County  must  have 
an  autonomous  committee,  composed  of  repre- 
sentation from  the  County  and  City  local 
government,  representation  from  the  County 
Medical  Societies,  the  State  Board  of  Health 
— County  Division,  the  Department  of  Public 
Instruction — district  schools,  the  Department 
of  Public  Welfare — County  branch,  local  hos- 
pitals, Women’s  Auxiliaries  of  County  Medical 
Societies,  local  chapter  of  the  American  As- 
sociation of  University  Women  ,the  Women’s 
Clubs,  local  Chamber  of  Commerce  and  Junior 


Chamber  of  Commerce;  the  County  commit- 
tee, as  indicated,  need  not  be  a large  body 
of  men  and  women  but  should  be  a small 
working  group. 

Each  Field  Survey  Worker  will  have  the 
responsibility  of  obtaining  the  services  of 
volunteer  workers  in  each  section  to  assist  in 
surveying,  especially  in  person-to-person  con- 
tacts. It  will  be  the  duty  of  the  Field  Workers 
to  thoroughly  acquaint  volunteer  data  col- 
lectors with  the  goals  of  the  Planning  Pro- 
gram and  to  provide  them  with  material,  such 
as  questionnaires,  to  assist  them  in  obtaining 
the  information  desired.  The  Field  Workers, 
personally,  will  contact  members  of  the  medi- 
cal profession,  churchmen,  and  officials  of 
social,  health  and  welfare  agencies  within  the 
district. 

Members  of  the  medical  profession  are  re- 
garded as  key-informants  in  this  survey  work, 
and  they,  as  an  example,  will  be  asked  to 
supply  data  based  on  the  following  sample 
questions: 

“Approximately  how  many  of  your  cases,  in 
your  judgment,  could  be  attributed  to  mental 
or  emotional  causes,  alcoholism,  epilepsy,  or 
fundamental  psychopathy  or  sociapathy?” 

“In  cases  of  marital  maladjustment  that  you 
encounter,  how  aften  are  any  of  the  above  an 
important  factor?” 

“In  encountering  any  of  the  above,  or  reason- 
ably suspecting  such  disorder,  how  many  pa- 
tients have  you  been  able  to  refer  to  proper 
channels  for  specialized  treatment  and,  in  your 
judgment,  did  the  patient  get  satisfactory 
results?”  . 

“How  many  resisted  help  and  assistance  and 
for  what  reasons?” 

“In  your  judgment,  does  your  section  of  the 
community  have  enough  facilities  to  render 
adequate  services  for  the  prevention  and  treat- 
ment of  mental  and  emotional  ill-health  and 
are  they  easily  accessible?” 

“Do  you  believe  that  the  section  in  question, 
with  the  assistance  of  others,  could  establish 
one  Community  Mental  Health  Center,  offering 
twenty-four  hour  service..  Do  you  think  there 
is  a real  need  for  this  and,  if  so,  in  what  town 
or  area  should  the  Center  be  established?”  etc., 
etc.,  etc. 

The  first  year  of  Planning  will  be  devoted 
to  the  gathering  of  information  and  analysing 
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of  the  data  collected.  Based  on  this,  the 
Planning  Committee  will  formulate  goals  and 
determine  priorities.  Just  before  the  end  of 
the  first  year,  with  the  help  of  its  staff  the 
Committee  will  prepare  an  interim  report  for 
the  Surgeon  General  of  the  U.S.  Public  Health 
Service. 

The  second  year  will  be  devoted  to  the 
preparation  of  the  State  Plan  in  view  of  the 
needs  determined  by  the  analysis  of  the  col- 
lected data  and  the  Committee  will  present 
the  final  report  to  the  Surgeon  General  at  the 
end  of  that  year,  as  prescribed  by  the  grant. 
The  report  will  include  recommendations  re- 
garding construction  of  new  facilities,  includ- 
ing programming  and  staffing,  reorganization 
of  existing  facilities  and  the  delineation  of  the 
proposal  to  bring  community-based  mental 
health  programs,  including  inpatient  care, 
walk-in  outpatient  care,  day  hospital  services, 
night  hospital  services,  emergency  service, 
etc.,  to  all  the  people  of  Delaware. 

A part  of  the  Planning  will  be  concerned 
with  public  and  professional  education  in  an 
attempt  to  foster  prevention  and  the  early 
diagnosis  and  treatment  of  emotional  and 
mental  illnessess.  The  rehabilitation  of  both 
early  and  late  cases  is  a community  problem 
and  must  be  dealt  with  in  cooperation  with 
other  agencies. 

Two  Important  Factors 

So  far,  we  have  not  mentioned  two  of  the 
most  important  factors  with  which  we  will 
be  concerned  and  they  are  the  Research  part 
of  this  program  as  well  as  the  Training  of 
professional  and  non-professional  persons.  As 
you  know,  research  plays  a tremendous  role 
in  preventive  medicine  and  in  active  treat- 
ment. Basic  Research  should  be  considered 
as  part  and  parcel  of  medical  school  and  uni- 
versity programs;  Applied  Research  is  the 
concern  of  every  institution  and  agency  deal- 
ing with  the  problems  of  emotional  and  mental 
illnesses  as  well  as  retardation.  The  State 
again  should  be  encouraged  to  enlarge  the 
scope  of  Research  and  Training  programs  in 
Delaware  by  supporting  additional  projects, 
stimulating  the  creating  of  new  ones  and, 
where  possible,  obtaining  Federal  aid  for  such 


Research  and  Training  work.  It  behooves 
the  Planning  Committee,  therefore,  to  empha- 
size in  its  final  report  where  we  can  add  more 
to  the  existing  Research  and  Training  facili- 
ties and  programs. 

As  the  final  plans  of  the  Planning  Commit- 
tee become  formalized,  appropriate  legislation 
will  be  needed  to  implement  the  program. 
Further  revisions  will  be  necessary  as  the 
plans  proceed  in  order  that  new  concepts  of 
treatment  will  be  covered  adequately  in  the 
law.  When  the  changes  have  been  made  and 
approved  by  the  Planning  Committee,  Bills 
will  be  prepared  and  introduced  into  the  Legis- 
lation to  set  up  a new  revised  Mental  Health 
Code. 

The  Planning  Committee  and  Planning  staff 
will  conscientiously  attempt  to  develop  pro- 
grams that  will  be  truly  workable  within  each 
community.  The  success  of  their  efforts  will 
depend  on  the  interest  and  cooperation  of 
community  members,  professional  and  non- 
professional, during  the  intensive  survey 
phase.  In  their  recently  published  report 
(“A  Mental  Health  Program  for  Delaware”), 
the  American  Psychiatric  Association  states 
that  they  hope  that  their  survey  “.  . . will 
serve  as  a point  of  departure  as  Delaware, 
along  with  the  rest  of  the  States,  embarks  on 
new  planning  efforts  in  the  mental  health 
field.”  Delaware,  for  so  many  years  a leader 
in  its  mental  health  program,  must  use  this 
particular  opportunity  for  Planning  to  its 
fullest  advantage.  We  are  hoping  that  the 
people  of  Delaware,  especially  the  members 
of  the  medical  profession,  will  endeavor  to 
have  the  Committee’s  final  report  significantly 
recognized  among  all  those  that  will  be  sub- 
mitted to  the  Surgeon  General. 

Delaware’s  formal  Planning  body  will  be 
guided  by  the  philosophy  of  the  message  of 
the  President  of  the  United  States  to  Con- 
gress, on  February  5,  1963,  on  Mental  Illness 
and  Mental  Retardation.  We  would  like  to 
quote  the  conclusion  of  this  message: 

“We  as  a Nation  have  long  neglected  the 
mentally  ill  and  the  mentally  retarded.  This 
neglect  must  end,  if  our  Nation  is  to  live  up 
to  its  own  standards  of  compassion  and  dignity 
and  achieve  the  maximum  use  of  its  manpower. 
This  tradition  of  neglect  must  be  replaced  by 
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forceful  and  far-reaching  programs  carried  out 
at  all  levels  of  government,  by  private  individ- 
uals and  by  State  and  local  agencies  in  every 
part  of  the  Union. 

We  must  act — 

to  bestow  the  full  benefits  of  our  Society  on 
those  who  sniffer  from  mental  disabilities; 

to  prevent  the  occurrence  of  mental  illness 
and  mental  retardation  wherever  and  whenever 
possible ; 

to  provide  for  early  diagnosis  and  continuous 
and  comprehensive  care,  in  the  community,  of 
those  suffering  from  these  disorders; 

to  stimulate  improvements  in  the  level  of 
care  given  the  mentally  disabled  in  our  state 
and  private  institutions,  and  to  reorientate 
those  programs  to  a community -centered  ap- 
proach ; 

to  reduce,  over  a number  of  years,  and  by 
hundreds  of  thousands,  the  persons  confined  to 
these  institutions; 

to  retain  in  arid  return  to  the  community  the 
mentally  ill  and  mentalty  retarded,  and  there 
to  restore  and  revitalize  their  lives  through 
better  health  programs  and  strengthened  edu- 
cational and  rehabilitation  services;  and 
to  inforce  the  will  and  capacity  of  our  com- 


munities to  meet  these  problems,  in  order  that 
the  communities,  in  turn,  can  reinforce  the  will 
and  capacity  of  individuals  and  individual 
families.” 

Keeping  these  thoughts  in  view,  we  in  Del- 
aware can  newly  animate  all  existing  State 
and  private  services  as  well  as  add  new  types 
of  facilities  to  render  service  to  the  members 
of  the  various  communities  near  their  homes 
— as  part  of  the  therapeutic  approach  as  well 
as  the  preventive  approach. 

At  no  time  heretofore  have  you,  men  and 
women  of  medicine  and  all  the  interested,  re- 
sponsible citizens  of  our  State,  had  so  excellent 
an  opportunity  to  effectively  serve  our  socially, 
emotionally  and  mentally  maladjusted  and  ill 
children  and  adults;  since,  at  no  time  until 
the  present  have  we  had  economic  resources 
available  in  adequate  amount  to  support, 
specifically,  a concentrated,  coordinated  Plan- 
ning project  to  formulate  (and  after  Planning, 
to  implement)  a comprehensive  mental  health 
program  for  the  next  decade  in  Delaware. 


IN  GOD  WE  TRUST 

From  Jamestown  to  Plymouth  Rock,  through  the  days  of  the 
Colonies  and  the  founding  of  this  Nation,  we  have  been  a Nation  under 
God. 

When  the  Pilgrim  Fathers  set  aside  a day  for  Thanksgiving,  they 
were  giving  thanks  not  to  the  King  or  to  any  other  political  power  but 
to  God. 

It  is  difficult  to  see  why,  several  centuries  later,  after  fantastic 
growth  and  prosperity  we  should  do  other  than  to  continue  in  the 
manner  set  forth  by  our  forefathers.  For  those  among  us  who  object 
to  this  way  of  life,  there  are  godless  countries  in  existance  where  they 
probably  would  be  welcome. 

The  Editor 
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• This  case  report  is  ofFered  to  illustrate  a rather 
typical  family  structure  involving  delinquent  chil- 
dren, with  the  rather  characteristically  impotent 
father,  the  overprotective  mother,  and  the  resultant 
loss  of  adequate  identification  and  the  contempt 
for  authority. 


Harry  S.  Howard,  M.D. 


This  case  is  being  reported,  essentially,  be- 
cause it  is  a typical  case  and  illustrates  the 
dynamics  of  an  intrafamilial  problem  and  its 
reflection  in  the  acting  out  behavior  of  an 
adolescent  boy.  It  also  reflects  the  dynamics 
of  his  relationship  to  other  adults  and,  in 
particular,  to  authority  and  authoritative 
figures. 

Tom  was  a seventeen  year  old  young  man 
seen  by  the  writer  at  the  Mental  Hygiene 
Clinic  at  the  request  of  the  Family  Court, 
subsequent  to  a rapidly  developing  series  of 
anti-social  acts.  He  was  a rather  handsome 
lad,  well-nourished,  well-developed,  and  clean. 
He  spoke  well  and  relatively  convincingly. 
There  seemed  to  be  a modicum  of  depression 
and  guilt  in  his  thought  content.  His  judge- 
ment was  impaired. 

Prior  to  the  time  he  was  seen  by  the  writer 
he  had  been  seen  by  another  psychiatrist  and 
had  successfully  “conned”  himself  out  of  that 
involvement  by  projecting  the  entire  responsi- 
bility for  his  situation  on  to  his  (formerly 
alcoholic)  father. 

The  family  consisted  of  the  father,  age  45, 
a career  soldier  who  had  some  time  before 
been  a serious  alcoholic  requiring  treatment. 
He  might  well  be  described  as  bluster- 
ing. He  was  given  to  outbursts  of  temper 
during  which  he  “laid  down  the  law”  to  any- 
one who  would  listen.  However,  he  never 
followed  through  with  his  blustering  threats 
and  actually  impressed  the  writer  as  a rather 
inadequate  male;  the  mother,  age  46,  showing 
some  of  the  symptoms  of  the  early  menopause 
was  vociferious  in  her  denunciation  of  her 
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husband’s  treatment  of  Tom,  our  patient;  and 
one  brother,  five  years  younger  than  Tom,  a 
fair  student,  a passive  child  who  was  not  given 
to  challenging  the  blustering  authority  of  the 
father. 

Tom  had  originally  been  seen  by  another 
psychiatrist,  as  noted  above,  on  school  re- 
ferral because  he  was — in  spite  of  his  average 
intelligence — having  difficulty  making  a suit- 
able academic  and  social  adjustment.  He  and 
his  mother  had  been  seen  at  that  time  in  ap- 
proximately a half  dozen  sessions  and  had  suc- 
ceeded in  convincing  the  therapist  that  the  en- 
tire problem  lay  with  the  father.  As  a result 
treatment  was  discontinued  with  the  admoni- 
tion that  “all  the  boy  needed  was  a Daddy 
who  functions  properly.” 

His  referral  to  the  writer  came  four  years 
later  (two  years  after  his  first  court  contact 
as  incorrigible) — and  followed  by  a series  of 
more  or  less  serious  anti-social  acts  (including 
two  auto  thefts)  occurring  at  increasingly 
frequent  intervals. 

Two  other  events  occurred  during  the  four- 
year  period  and  after  the  first  of  the  series 
of  anti-social  acts — 1.  His  mother  left  his 
father  for  a short  period  of  time  and — 2.  He 
went  to  a military  school  (at  the  suggestion 
of  the  court),  stayed  4 months  and  left,  im- 
pulsively, after  an  argument  with  his  father 
while  on  Christmas  vacation. 

The  psychologic  examination  of  Tom  at 
the  time  he  was  first  seen  by  the  writer  showed 
average  intelligence.  The  examining  psy- 
chologist reported  that  he  was  functioning  at 
his  potential,  and  that  there  were  no  signs 
of  deterioration  or  regression.  He  also  reported 
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that  Tom’s  ability  to  empathize  with  others 
was  minimal  and  that  Tom  was  highly  narcis- 
sistic and  egocentrically  oriented.  There  were 
no  indications  of  breaks  with  reality  to  suggest 
psychosis.  There  was  no  evidence  of  organic 
disturbance. 

Patient's  Attitude  A Key 

In  the  initial  interview  with  the  writer  Tom 
spoke  with  considerable  bitterness  regarding 
his  father.  At  the  same  time  he  attempted  to 
minimize  his  own  anti-social  acts  by  suggest- 
ing that  they  arose  through  necessity.  In- 
deed some  of  his  earlier  anti-social  acts  ap- 
peared to  be  a series  of  ill-considerate  impul- 
sive reactions  to  immediate  needs.  (For  ex- 
ample, he  stole  a bicycle  when  his  friend’s 
car  broke  down  and  he  needed  help.)  Each 
act  however  led  to  further  entanglement  with 
authority  to  greater  attempt  at  self-justifica- 
tion, and  (defensively)  to  greater  hostility. 
His  own  statement  “every  time  we  got  into 
an  argument  I’d  go  out  and  get  into  trouble,” 
pointed  out  his  hostile,  impulsive  and  self- 
destructive tendencies  (since  almost  invariably 
he  was  caught). 

Another  statement  in  the  same  interview 
revealed  his  contempt  for  authority — thus 
“every  time  I went  to  court  the  Judge  gave 
me  a lecture — it  was  like  a light  slap  on  the 
wrist.”  In  effect,  his  contempt  for  his  im- 
potent father  had  now  spread  to  the  court 
which  he  also  saw  as  impotent.  He  ignored 
his  probation  officer  as  much  as  he  could. 

Joint  interviews  with  Tom  and  with  his 
mother  indicated  a good  deal  of  identification 
between  Tom  and  his  mother.  She  was  ex- 
tremely over-protective.  Just  as  she  saw  his 
father  persecuting  him,  so  she  saw  legal  au- 
thority “picking  on  him.”  Also,  as  she  sought 
to  protect  him  from  his  father  she  “paid  off” 
for  his  crimes  (without  her  husband’s  knowl- 
edge); by  making  restitution  and  having 
charges  dropped.  Just  as  she  resented  her 
husband  she  justified  Tom’s  resentment  of 
his  father. 

Finally,  we  were  able  to  see  his  father  in 
a single  interview.  He  seemed  to  be  quite 
interested  in  discussing  the  entire  situation. 
Interestingly,  while  he  could  see  his  wife’s 
over-protection,  he  gave  the  writer  the  feel- 


ing that  he  too  was  now  trying  to  rake  his 
son’s  chestnuts  out  of  the  fire.  In  so  doing 
he  was  denying  both  the  family  tension  and 
his  own  conflicts.  He  seemed  to  be  aware  of 
his  own  impotence  in  the  situation.  He  insisted 
that  he  “would  never  pay  another  fine  for 
the  boy”  (though  he  probably  knew  that  his 
wife  would  do  so  anyway)  and  at  the  same 
time  insisted  that  he  wanted  the  boy  to  stay 
in  prison  only  as  long  as  the  examination  and 
court  procedures  required.  Thus,  while  he 
condemned  his  wife’s  over-protective  attitude 
he  was,  himself,  sure  that  Tom  “had  learned 
his  lesson.”  Finally  he  complained  that  he 
too  was  being  unfairly  treated  since  he  felt 
that  he  was  being  required  to  make  more 
than  his  share  of  the  required  restitution. 

Though  no  member  of  this  family  was  ever 
seen  again  by  the  writer,  and  though  at  the 
last  contact  which  writer  had  with  the  court, 
there  had  been  no  new  overt  anti-social  acts, 
it  was  known  that  he  was  keeping  bad  com- 
pany, that  he  was  driving  a car  without  a 
license,  and  that  both  parents  were  now  brib- 
ing him  to  remain  on  his  good  behavior.  Under 
these  circumstances  his  parents  reported  that 
his  relationship  with  them  seemed  better  than 
it  ever  had  been.  Certainly,  this  appears  to 
be  a perpetuation  of  the  basic  conflict — a 
further  surrender  by  authority  and  not  a solu- 
tion of  the  problem.  The  fact  that  the  offered 
treatment  was  again  not  accepted  accents 
this  surrender. 

Essentially,  little  had  been  done  in  the 
direction  of  developing  a healthy  adult  identi- 
fication. He  was,  at  the  time  of  the  last 
known  contact,  still  living  on  the  pleasure 
principle,  and  with  little  real  super-ego  con- 
trol. 

The  inconsistencies  of  both  parents,  the 
hostility  and  contempt  which  the  mother  had 
encouraged,  the  father’s  blustering  defensive- 
ness have  all  contributed  to  Tom’s  current 
attitudes.  It  seems  likely  that  a more  “struc- 
tured” environment  will  be  required  if  Tom 
is  ever  to  show  any  growth. 

The  repeated  appearance  of  this  family 
pattern  in  studies  of  delinquent  adolescents 
needs  recognition  in  planning  for  these  chil- 
dren. 
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A FOLLOW-UP  STUDY 
OF  CHILDREN  AND  ADOLESCENTS 

at  Governor  Bacon  Health  Center’s  Psychiatric  Division 


• As  this  follow-up  indicates,  psychotherapy  in 
a permissive  milieu,  appears  of  questionable  value 
as  treatment  of  social  delinquents.  Such  children 
can  be  spotted  by  their  symptomatology  upon 
admission. 


During  the  last  decades,  great  progress  has 
been  made  in  psychiatry,  psychology  and 
social  work.  Because  of  this  and  the  populari- 
zation of  psychoanalytic  ideas,  mental  dis- 
orders have  been  more  accepted  by  lay  people. 
But  this  greater  recognition  and  acceptance 
of  mental  disorders  brought  at  the  same  time 
demands  for  early  recognition,  diagnosis  and 
modern  treatment  of  such  ills,  especially  by 
means  of  psychotherapy.  Since  the  public  in 
general  is  particularly  inclined  to  feel  sorry 
for  sick  childen,  demands  for  treatment  of 
children  and  adolescents  soon  exceeded  the 
supply  of  qualified  personnel  and  facilities 
equipped  to  provide  psychotherapy.  As  in 
other  states,  this  complex  problem  had  to  be 
met  in  our  state  in  a realistic  manner.  Dela- 
ware, therefore,  through  the  initiative  of  Dr. 
M.  A.  Tarumianz,  created  in  1948  the  Gover- 
nor Bacon  Health  Center  where  facilities  for 
diagnosis  and  treatment  were  available  in  the 
Psychiatric  Division  for  Children  and  Adoles- 
cents. To  date  approximately  2000  young- 
sters have  been  treated  in  this  particular 
division,  most  of  whom  were  referred  to  the 
Center  with  the  idea  in  mind  that  psycho- 
therapy was  needed  for  them.  Our  observa- 
tions in  the  past  years  pointed  out  the  follow- 
ing factors  which  we  tried  to  ascertain  in  this 

Dr.  Galliani  is  Chief  Psychologist;  Dr.  Voegele  is  Assist.  Super- 
intendent and  Medical  Director;  and  Dr.  Dietze  is  Clinical  Director 
to  the  Governor  Bacon  Health  Center,  Delaware. 
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George  E.  Voegele,  M.D. 

Hans  J.  Dietze,  M.D. 

paper:  1)  a relatively  large  proportion  of  chil- 
dren initially  referred  for  this  therapy  did  not 
respond  to  this  treatment;  particularly  those 
with  a crystallized  pattern  of  delinquent  be- 
havior* did  not  profit  as  much  from  a per- 
missive psychotherapeutic  approach  as  other 
children  without  such  a crystallized  delinquent 
pattern;  2)  the  referral  problems  for  a de- 
linquent and  a non-delinquent  population  are 
significantly  different. 

Procedure 

The  patients  for  this  study  consisted  of  the 
total  hospital  admissions  for  a five  year  period 
beginning  January  1955  and  ending  December 
1960,  inclusive.  From  this  group,  328  white 
and  Negro  boys  and  girls  between  the  ages 
of  5 and  17,  inclusive,  were  selected.**  On  the 
basis  of  their  post-hospitalization  behavior, 
the  population  was  divided  into  two  groups. 
One  group  consisted  of  197  children  and  was 
labelled  the  non-delinquent  (ND)  group.  The 
criteria  for  inclusion  in  this  group  were  suc- 
cessful adjustment  to  the  home,  school  and 

*For  this  study,  crystallized  pattern  of  delinquent  behavior  refers 
to  repeated  violations  of  the  code  as  set  forth  by  our  society, 
which  comes  within  the  jurisdiction  of  juvenile  court  acts,  with 
an  apparent  inability  on  the  part  of  the  individual  to  profit  from 
past  mistakes,  or  to  conform  to  socially  acceptable  standards. 
This  group  would  fall  under  the  category  of  the  social  delinquents 
who  have  the  reason  for  their  behavior  mainly  in  the  outer  en- 
vironment and  not  so  much  within  their  personality. 


’’‘‘*This  number  constituted  all  but  11  of  the  total  hospital  admis- 
sions for  this  five  year  period.  These  11  youths  went  to  either 
the  Hospital  for  the  Mentally  Retarded  or  were  psychotic  and 
had  to  be  admitted  to  the  State  Hospital  and  were,  therefore, 
excluded  from  the  study. 
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TABLE  I 


Sample 

population 

according 

to  race, 

sex  and 

group 

Race 

w 

w 

Total 

N 

N 

Total 

Grand 

Group  Sex 

M 

F 

White 

M 

F 

Negro 

Total 

Non-Delinquent  (N-D) 

131 

39 

170 

19 

8 

27 

197* 

Delinquent  (D) 

72 

5 

77 

41 

13 

54 

131 

Totals 

203 

44 

247 

60 

21 

81 

328 

community  after  discharge  from  Governor 
Bacon  Health  Center.  The  other  group  con- 
sisted of  131  youths  and  was  labelled  the  de- 
linquent (D)  group.  Children  were  consid- 
ered delinquent  if:  (a)  their  post-hospitaliza- 
tion behavior  involved  them  in  difficulty  with 
the  legal  authorities  and  they  consequently 
had  to  be  retained  either  in  a training  school 
or  prison,  (b)  they  were  not  psychotic  but  had 
to  be  admitted  to  the  maximum  security  ward 
of  the  Delaware  State  Hospital  or,  (c)  they 
were  involved  in  further  legal  difficulty  but 
were  not  incarcerated. 

Each  child’s  medical  record  was  studied  and 
the  following  data  were  obtained  and  charted: 
name,  sex,  race,  age  on  admission,  date  of  ad- 
mission, date  of  discharge,  length  of  stay,  type 
of  therapy  and  reason (s)  for  referral.  For 
the  delinquent  group  the  record  contained 
either  correspondence  from  an  institution  re- 
questing information  on  a child,  or  the  Center 
personnel  had  personal  knowledge  that  a par- 
ticular youth  was  committeed  to  another  in- 
stitution. In  all  such  cases  the  other  insti- 
tution was  contacted  for  verification. 

For  the  non-delinquent  group  it  was  as- 
sumed, if  no  adverse  information  was  avail- 
able, that  these  youths  were  adjusting  satis- 
factorily in  the  community.  (See,  however, 
footnote  for  Table  1.) 

Results 

Table  I presents  the  number  of  children 
studied  for  each  sex,  race  and  group  (ND,  D). 

According  to  Table  I,  the  largest  propor- 
tion of  youths  who  apparently  were  unable  to 
readjust  to  the  community  after  discharge 

*This  grand  total  for  the  non-delinquent  population  may  very  well 
be  somewhat  inaccurate  (i.e.  it  might  be  even  smaller).  In  some 
instances  the  record  was  vague  and  in  other  instances  the  post- 
hospitalization adjustment  of  the  youth  could  not  be  ascertained 
(e.g.,  formerly  moved  out  of  State). 


were  Negroes.  Approximately  67%  of  the 
total  Negro  admissions  became  involved  with 
legal  authorities  and  had  to  be  admitted  to 
a training  school.  Approximately  31%  of 
the  total  white  population  were  unable  to  ad- 
just to  the  community  after  discharge. 

Figure  1 presents  the  percentage  of  children 
going  to  other  institutions  tabulated  fi'om  the 
admission  date.  According  to  Figure  1,  41% 
of  the  total  admissions  from  January  1955  to 
June  1956  (number-72)  went  to  other  insti- 
tutions, and  61%  of  the  youths  admitted  be- 
tween July  1956  and  June  1957  went  to  other 
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for  delinquents  (other  than  psychiatric  hospitals) 
tabulated  from  admission  date. 
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TABLE  II 


The  average  length 

of  residence 

for  non-del 

iquent  and 

delinquent  group 

for  both  races 

and  sexes. 

Group 

White 

Male 

White 

Female 

Total 

White 

Negro 

Male 

Negro 

Female 

Total 

Negro 

Non-delinquent 

2 yrs. 
2 mos. 

2 yrs. 
1 mo. 

2 yrs. 
2 mos. 

2 yrs. 
2 mos. 

2 yrs. 
4 mos. 

2 yrs. 

3 mos. 

Delinquent 

2 yrs. 
7 mos. 

2 yrs. 
4 mos. 

2 yrs. 
7 mos. 

2 yrs. 

3 mos. 

1 yr. 
11  mos. 

2 yrs. 

3 mos. 

institutions.  For  the  following  year — July 
1956  to  June  1957 — the  percentage  going  to 
other  institutions  was  44%. 

For  the  entire  non-deliquent  group  the  av- 
erage length  of  hospitalization  was  2 years, 
2 months;  for  the  delinquent  sample  the  aver- 
age length  of  hospitalization  was  2 years,  5 
months.  The  average  period  of  hospitalization 
for  the  entire  population  was  2 years,  2 
months. 

During  the  hospitalization  period,  all  of 
the  youths  included  in  this  study  were  ex- 
posed to  some  form  of  psychotherapy,*  either 
in  the  individual  and  or  group  form.  In  all 
instances  milieu  therapy  was  provided  addi- 
tionally. Table  III  contains  the  percentages 
of  both  the  non-delinquent  and  delinquent 
children  who  received  either  individual,  group 
or  combined  individual  and  group  psycho- 
therapy. 

The  study  revealed,  for  example,  that  92% 
of  the  Negro  female  delinquents  (N=13)  re- 
ceived individual,  group  or  combined  psycho- 
therapy as  opposed  to  75%  of  the  non-delin- 
quent Negro  females  (N-8).  For  the  total 
female  delinquent  sample,  94%  received  group 
or  individual  or  combined  psychotherapy  as 
opposed  to  79'/f  of  the  non-delinquent  females. 
Out  of  the  328  youths  who  comprised  the 
sample  study,  85%  received  either  individual, 

"Psychotherapy  here  refers  to  a relatively  long-term  psychiatric 
treatment  in  wiiich  the  interpersonal  relation  beween  therapist  and 
patient  is  used  to  create  an  emotionally  corrective  atmosphere  where 
maturation  of  the  patient  can  take  place.  This  form  of  therapy  is 
largely  influenced  by  psychonanalytic  and  psychobiological  ideas 
of  Freud  and  Meyer.  Especially  trained  and  .skilled  therapists  are 
needed  for  this  treatment,  since  it  operates  on  a deep  emotional 
level  of  the  personality  and  is  aimed  at  the  creation  of  emotional 
and  intellectual  insight  into  the  patient’s  dilhculties.  The  patient- 
therapist  relationship  is  used  for  the  patient  to  re-live  certain  of 
his  traumatic  experiences  and  solve  them  with  the  help  of  the 
therapist.  Ciroup  psychotherapy  offers  similar  opportunities  by  pro- 
viding i)pportunities  for  multiple  transference-relationships  and  ob- 
ject identification. 


group,  or  combined  individual  and  group  psy- 
chotherapy. 

Table  IV  presents  the  average  ages  on  ad- 
mission to  the  Center  by  sex,  race  and  group. 
The  average  age  of  group  D,  or  the  delinquent 
group,  was  11.6  years,  and  the  average  age  of 
the  non-delinquents  (group  ND)  was  10.9 
years.  The  average  age  of  the  entire  sample 
(N=328)  was  11.3  years. 

Observation  2 indicated  that  the  referral 
problems  for  the  delinquent  and  non-delin- 
quent populations  were  significantly  different. 
Table  V presents  the  statistical  values  (i.e., 
chi-square  probabilities)  for  the  significance 
of  these  differences.  The  non-delinquent  group 
had  a higher  incidence  of  dishonesty,  disor- 
ganized family  constellation  and  fire  setting. 
The  delinquent  group  had  a significantly 
higher  incidence  of  truancy,  lack  of  response 
to  discipline,  inability  to  get  along  with  people, 
possession  of  deadly  weapons,  stealing,  and 
breaking  and  entering.*  Insofar  as  the  char- 
acteristics from  number  11  through  18  (Table 
V)  were  concerned,  none  of  these  were  men- 
tioned in  the  referral  histories  of  the  delin- 
quent group. 

Conclusions  And  Discussion 

Our  observation  1 suggested  that  a relatively 
large  proportion  of  children  initially  considered 
for  psychotherapy  would  not  benefit  from  such 
treatment.  The  present  results  appear  to  sub- 
stantiate this.  Over  the  five  year  period 
studied,  an  overall  average  of  41%  did  not 
benefit  from  hospitalization  in  a permissive 
milieu  with  emphasis  on  psychotherapy.  For 
example,  of  those  admitted  during  one  year 

*These  results  do  not  differ  siunificantly  from  those  obtained  by 
1.  Bennett  ( 1 ) 
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TABLE  III 

Percentage  of  youths,  according  to  race,  sex  and  group  (ND,  D)  who  received  psychotherapy 


Race  and  Sex 
Group 

Total 

WM  WF  NM  NF  M(W&N) 

Total 

F{W8zN) 

Total 

W(M&F) 

Total 

N(M&F) 

Grand 

Total. 

% of  D group  who  re- 
ceived only  individual 
therapy 

40 

40 

32 

62 

37 

56 

25 

38 

40 

% of  N-D  group  who  re- 
ceived only  individual 
therapy 

45 

59 

11 

25 

41 

53 

48 

15 

44 

%of  D group  who  re- 
ceived only  group  ther- 
apy 

7 

20 

15 

31 

10 

28 

8 

2 

12 

% of  N-D  group  who  re- 
ceived only  group  ther- 
apy 

18 

8 

37 

38 

21 

13 

16 

4 

19 

% of  D group  who  re- 
ceived individual  group, 
or  combined  individual 
and  group  therapy 

83 

100 

85 

92 

84 

94 

84 

87 

86 

% of  N-D  group  who  re- 
ceived individual,  group 
or  combined  individual 
and  group  therapy 

89 

80 

68 

75 

87 

79 

87 

70 

85 

(July  1956  to  June  1957)  approximately  61% 
became  further  involved  with  the  legal  author- 
ities after  discharge. 

Keeping  in  mind  Karl  Menninger’s  advice 
(that  “the  psychiatric  case  study  cannot  be 
made  by  an  hour’s  interview  or  an  even  longer 
period  of  observation.  The  attempt  to  fathom 
intricacies  and  complexities  of  the  personality 
by  such  inspections  or  questionings  is  a relic 
of  the  era  of  belief  in  the  magic  eye,  the  wizard, 
the  witch  detector  and  the  official  alienist” ),^ 
we  might  speculate  whether  a more  extensive 
and  stringent  diagnostic  screening  process 
prior  to  admission  might  perhaps  have  elimin- 
ated those  whose  behavior  and  personality 
would  not  make  them  good  treatment  candi- 
dates for  psychotherapy  in  a permissive  milieu. 
Empirical  observation  leads  us  to  believe  that 
a permissive  hospital  environment  tends  often 
to  perpetuate  and  magnify  prior  acting-out 
patterns  of  adjustment. 

The  question  arises,  therefore,  regarding 
what  might  and  what  might  not  be  accom- 


plished through  psychotherapy  and  the  per- 
missive approach.  Possibly,  in  many  institu- 
tions psychotherapy  is  administered  indis- 
criminately. Some  professionals  and  lay 
groups  alike,  may  regard  psychotherapy  as 
the  panacea  for  all  mental  and  social  disorders. 
It  is  a moot  question,  for  example,  as  to  how 
much  psychotherapy  can  be  of  value  in  effect- 
ing a change  in  the  behavior  of  the  child  with 
severe  brain  damage.* 

The  value  of  psychotherapy  in  a permissive 
hospital  setting  with  social  delinquents  who 
lack  nearly  all  motivation  for  change  appears 
to  be  of  limited  value.  (See  Table  III).  In 
spite  of  the  fact  that  86%  of  the  delinquent 
group  were  given  extensive  individual,  group 
or  combined  psychotherapy,  such  inteiwention 
does  not  appear  to  have  been  of  value  to  that 
group  in  assisting  them  to  alter  their  behavior. 

^■Research  now  in  progress  at  Governor  Bacon  Health  Center  reveals 
that  a very  high  percentage  of  the  population  of  the  Psychiatric 
Division  have  some  sort  of  cerebral  dysrhythmia.  Empirical  ob- 
servation appears  to  support  our  contention  that  not  only  the  psy- 
chotherapeutic approach  must  be  altered  to  fit  the  particular  in- 
volvement of  the  child,  but  the  life  setting  also  should  be  different 
from  one  in  which  the  more  delinquent  child  resides. 
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TABLE  IV 

Average  ages  on  admission  for  sample  population 
according  to  sex,  race  and  group. 

GROUP 


D ND 

(Delinquents)  (nondeliquents) 


White  Male 

11.6  years 

10.9 

years 

White  Female 

13.4  years 

10.0 

years 

Average  for 
Whites 

11.7  years 

10.8 

years 

Negro  Male 

11.2  years 

11.7 

years 

Negro  Female 

12.1  years 

9.8 

years 

Average  for 
Negroes 

11.5  years 

11.4 

years 

Gi’oup  average 

11.6  years 

10.9 

years 

Sample  average  11.3  years 


By  altered  behavior,  we  mean  a change  of  pre- 
hospitalization patterns  of  adjustment  (or 
better  “maladjustment”)  to  a degree  that 
post-hospitalization  adaptation  was  generally 
inconspicuous  and  not  in  conflict  with  the  laws 
of  the  community.  On  the  other  hand,  it 
would  appear  that  psychotherapeutic  interven- 
tion was  of  value  for  the  non-delinquent  group. 
(See  Table  V for  an  analysis  of  the  sympto- 
matic characteristics  differentiating — at  least 
in  part — the  delinquents  from  the  non-delin- 
quents.) 

Although  more  or  less  psychoanalytically 
oriented  psychotherapy  in  a friendly,  permis- 
sive atmosphere  of  a modern  psychiatric  hos- 
pital, intended  to  make  the  patient  more  re- 
sponsive to  psychotherapeutic  efforts,  appar- 
ently did  not  prove  successful  for  certain  types 
of  youngsters  whose  main  problems  can  be 
brought  under  the  common  denominator 
“social  delinquency,”  it  should  not  be  con- 
strued that  the  writers  meant  to  imply  that 
such  patients  do  not  need  treatment.  We 
wanted  only  to  raise  the  question  that  possibly 
a treatment  approach  different  from  psycho- 
therapy should  be  tried.  Additional  treatment 
programs,  of  course,  would  mean  additional 
help.  Perhaps  even  psychotherapy  might  be 
useful  for  certain  types  of  social  delinquents 
in  a more  structured  and  less  permissive  set- 
ting which  hopefully  could  create  some  anxiety 


which  in  turn  could  be  utilized  as  a motivation 
for  change.  Also,  other  forms  of  psychother- 
apy and  treatment  are  availabale  which  are 
often  less  time  consuming  and  do  not  need 
as  much  specially  skilled  personnel.  Social 
re-education,  for  example,  which  works  at 
the  peripheral  level  of  the  personality,  is 
recommended  for  these  types  of  social  delin- 
quents by  many  (e.g.  Reckless).  He  describes 
social  re-education  as  a means  “to  implant  new 
ways  of  looking  at  things,  new  ways  of  doing 
things  and  new  ways  of  behaving  towards 
people  and  to  supplant  older  ways.  The  prin- 
cipal thing  is  to  overcome  resistance  and  in- 
doctrinate or  implant.”^  Related  to  social  re- 
education is  the  Pavlovian  conditioned  reflex 
therapy,  which  is  also  advocated  for  this  type 
of  patient.  Environmental  manipulation  and 
casework  with  the  family  should  not  be 
neglected  in  order  to  ameliorate  the  noxious 
factors  in  the  patient’s  background.  It  does 
not  make  sense  to  take  a patient  out  of  such 
environment,  treat  him  with  the  utmost  care, 
only  to  send  him  back  into  the  same  unwhole- 
some surroundings.  Maybe  part  of  the  re- 
ported lack  of  results  of  psychotherapy  in  the 
patients  described  could  be  blamed  on  these 
factors.  Also  the  results  of  psychotherapy 
would  probably  improve  if  changes  in  the 
patient’s  environment  could  be  brought  about. 
Also  other  factors  (socio-economic,  cultural, 
etc.)  might  be  involved  in  the  cases  of  recidiv- 
ism. 

Second  Observation  Substantiated 

Insofar  as  the  relative  importance  of  the 
initial  referral  problems  were  concerned,  our 
second  initial  observation  was  substantiated 
to  the  extent  that  nine  characteristics  were 
found  which  differentiated  significantly  the 
group  who  eventually  became  delinquent 
from  the  group  which  was  able  to  adjust  to 
society  after  hospitalization  (Table  V).  Amaz- 
ingly enough,  sex  delinquencies  and  Are  set- 
ting were  seen  more  in  the  non-delinquent 
group  and  seemed  to  carry  a better  prognosis 
than  usually  expected. 

No  study  can  possibly  answer  all  the  ques- 
tions it  poses.  Only  extensive  research  might 
be  able  to  shed  more  light  on  these  issues. 
Some  questions  to  be  answered  by  further 
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TABLE  V 


Symptomatic  characteristics  at  time  of  referral  for  delinquent  and  non 

-delinquent  group 

No.  reported 

No.  reported 

for 

for 

Characteristics,  trait  and  referral  symptom{s) 

delinquents 

non-delinquents 

value 

1. 

Running  away  (school  truancy,  running  away  from 

home,  curfew  violations,  etc.) 

44 

37 

<.01* 

2. 

Asocial  Behavior 

a.  Aggressive  destructive  behavior  toward  objects,  peo- 

pie,  animals 

43 

46 

>.05 

b.  Uncontrolled  behavior  at  home,  school,  community 

58 

76 

>.05 

c.  No  response  to  discipline 

22 

15 

<.02* 

d.  Unable  to  get  along  with  people 

14 

6 

<.01* 

e.  Possession  of  deadly  weapon 

13 

3 

<.01* 

3. 

Stealing 

69 

54 

<.01* 

4. 

Breaking  and  entering 

18 

8 

<.01* 

5. 

Learning  Problems 

15 

38 

>.05 

6. 

Sex  problems 

22 

32 

>.05 

7. 

Dishonesty  (lying,  fibbing) 

8 

38 

<.01* 

8. 

Fire  setting 

2 

19 

<.01* 

9. 

Disorganized  family.  (In  either  foster  or  real  home, 
intense  rejection;  or  no  home  at  all.) 

20 

69 

<.01* 

10. 

Enuresis,  Encopresis 

6 

18 

>.05 

11. 

Speech  defect 

0 

7 

— 

12. 

Psychotic  behavior  (bizarre  actions,  delusions,  hallu- 

cinations,  withdrawal,  persecutory  feelings) 

0 

36 

— 

13. 

Organic  (Hyperactivity,  short  attention  span,  head 
banging,  injuries,  rage,  etc.) 

0 

22 

— 

14. 

Referred  for  diagnostic  study 

0 

3 

— 

15. 

Vague  somatic  complaints 

0 

1 

— 

16. 

Suicide  attempt 

0 

7 

— 

17. 

Neurotic  (fears,  anxiety,  phobias,  compulsivity,  over- 
eating) 

0 

32 

— 

18. 

Other.  Pulling  fire  alarms,  screaming 

0 

8 

— 

19. 

Psychophysiological  reactions 

0 

1 

— 

"'Significant  at  v^r  beyond  the  level  indicated,  "p"  refers  to  the 
probability  of  finding  differences  as  great  as  those  obtained  by 
chance  alone.  E.  g.,  the  number  of  histories  mentioning  runaway 
as  a referral  problem  is  44  for  the  D group  and  37  for  the  NI) 
group.  There  were  131  delinquents  and  197  non-delinquents  studied. 
Approximately  44%  of  the  delinquents  have  runaway  mentioned  in 
their  histories,  and  18%  of  the  non-delinquents  have  such  a his- 
tory. Now.  is  the  difference  between  these  two  ratios  (per  cents) 
attributable  to  sampling  error  or  to  chance,  or  is  the  difference  so 
great  that  one  must  conclude  that  factors  other  than  chance  are 
operating  to  produce  such  a difference?  Chi-square  (X^l  is  a tech- 
nique designed  to  ascertain  the  probabilitties  of  observing  differ- 
ences as  large  as  those  obtained  by  chance  alone.  In  the  case  of 
the  runaway,  the  probability  of  obtaining  a difference  as  great  as 
the  one  observed  (i.e..  44%-18%=26%)  is  somewhat  less  than 
one  chance  in  one  hundred  (or  in  abbreviated  terms,  p.  .01).  We 
may  conclude  therefore  that  the  obtained  difference  is  most  likely 
attributable  to  factors  other  than  chance. 


research  are:  1)  The  incidence  and  significance 
of  cerebral  dysrhythmia  in  delinquents  and 
non-nelinquents;  2)  the  role  of  intelligence — 
and  possibly  the  intellectual  level  of  the 
family — in  the  adjustment  after  discharge; 
3 ) what  were  the  sociological  factors  of 
families  whose  children  remained  stable  after 
discharge. 

{Continued  on  page  297) 
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THE  NEW  OUTLOOK  IN  RETARDATION 


* A challenge  to  all  physicians,  state  and  private 
agencies  and  to  the  citizens  of  Delaware  to  help 
spur  the  progress  of  residential  care  for  retarded 
children  in  this  state. 


Peter  A.  Peeper,  M.D. 


In  October  of  1962,  retardation  took  on  the 
outlook  of  “hope”  and  cast  off  the  outlook  of 
“despair.”  It  was  in  that  month  that  a panel 
of  approximately  65  of  the  most  knowledgeable 
people  in  the  country,  after  a two  year  study 
throughout  the  world,  published  a memorable 
report.  Two  years  prior,  the  President  of  the 
United  States  appointed  the  panel  known  as 
the  President' s Panel  on  Mental  Retardation. 
The  Panel’s  report  covered  all  aspects  of  the 
retarded  problem,  but  we  shall  apply  ourselves 
to  the  problems  as  they  relate  to  the  hospital 
proper  and  the  related  community.  To  at- 
tempt to  cover  all  aspects  as  given  in  the 
report  is  far  beyond  the  restriction  and  length 
of  this  paper.  Thus,  we  shall  comment  on 
the  role  of  residential  care,  as  given  in  the 
report  and  relate  it  to  the  Hospital  at  Stock- 
ley. 

First  of  all,  how  do  Stockley  and  Delaware 
stack  up  comparatively  speaking?  The  answer 
is  better  than  most  states  but  not  up  to  the 
recommendations  of  the  President’s  Panel 
Report.  What  then,  do  we  have  to  do  to  meet 
the  recommendations?  First,  we  have  to 
change  a lot  of  outmoded  concepts  in  the 
minds  of  our  citizenery,  and — I’m  sorry  to  say 
— some  physicians.  Stockley  was  opened  in 
1921  as  the  “Delaware  Colony.”  Thus,  the 
very  name  “Colony”  suggested  it  was  a place 
to  put  retardates  for  custodial  care,  away 
from  other  members  of  society.  It  was  in 
1955  that  “Colony”  was  changed  to  “Hos- 
pital.” Let  me  hasten  to  add  however  that 

Dr.  Peffer  is  Assist.  Superintendent  and  Medical  Director.  Hos- 
pital for  the  Mentally  Retarded  at  Stockley. 


Delaware  was  not  alone  in  this  type  of  think- 
ing, as  a matter  of  fact  it  was  nation-wide. 
Nor  do  I imply  that  the  “Colony”  at  the  time 
did  not  do  a good  job. 

What,  then,  does  the  President’s  Panel  say 
about  the  Role  of  Residential  Care.  Quoted 
as  follows: 

“The  challenge  to  State  institutions  is  how 
to  accelerate  the  change  from  large  isolated 
facilities  to  smaller  units  close  to  the  homes 
of  the  patients  arid  to  the  health,  education,  and 
social  resources  of  the  community;  and  the 
challenge  to  both  State  and  private  residential 
facilities  is  how  to  replace  the  old  concept  of 
custodial  care,  wherever  it  still  exists,  with 
modern  programs  of  therapy,  education,  and 
research . 

Institutions  are  one  facet  in  a continuum  of 
care.  The  decision  to  place  a retarded  person 
in  residental  care  must  he  made  on  the  basis 
of  careful  review  of  the  diagnosis  and  symp- 
toms of  the  individual,  the  needs  of  his  family 
and  the  other  resources  available  in  the  com- 
munity.  Professional  judgment  and  recom- 
mendations are  indispensable,  but  the  decision - 
making  process  must  also  include  members  of 
the  family  if  they  are  at  all  competent  to  par- 
ticipate. 

Because  of  the  tremendous  variations  in  the 
problem  presented,  it  is  unwise  to  generalize 
with  respect  to  the  desirability  of  keeping  re- 
tarded children  in  their  own  homes.  The  atti- 
tude of  parents  on  this  matter  ranges  all  the 
way  from  determination  to  retain  n child 
whether  or  not  it  is  wise  for  them  to  do  so — to 
the  despair  that  results  from  carrying  an  in- 
tolerable burden.  The  financial  capability  of 
families  covers  an  equally  wide  range.  Thus, 
what  is  “best”  for  the  retarded  child,  his 
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family,  and  the  community  can  he  properly 
determined  only  by  adequate  professional  evalu- 
ation, skillful  counseling,  and  an  objective  point 
of  view  on  the  part  of  local  and  State  authori- 
ties. 

There  will  always  be  some  retarded  individ- 
uals for  whom  a residential  setting  for  a short 
or  long  period  will  be  the  treatment  of  choice. 
In  making  this  decision,  the  emotional  stability 
of  the  family  and  the  degree  of  dependence  of 
the  retarded  person  involved  are  key  factors. 
If  the  total  well-being  of  the  retarded  person 
depends  on  the  care  of  trained  personnel,  and 
if  his  presence  in  the  home  conflicts  ivith  the 
fulfillment  of  the  needs  of  other  members  of 
the  family,  he  probably  should  not  remain  at 
home.  If  a retarded  person  is  to  live  at  home, 
it  is  important  to  determine  whether  the  com- 
munity has  the  supplementary  facilities  he 
needs. 

Age  is  an  important  and  sometimes  control- 
ling factor.  Studies  have  shown  consistently 
that  infants  and  even  young  children  up  to  six 
and  seven  years  of  age  are  usually  better  served 
in  their  own  or  in  an  adequate  foster  home  or 
in  boarding  home  group  care.  The  need  for 
schooling  alorie  rarely  calls  for  admission  to 
an  institution  today  except  in  rural  areas 
where  facilities  are  scarce;  most  often  admission 
is  necessitated  by  unmet  medical,  nursing,  or 
behavioral  needs;  by  death  of  the  parents;  or 
by  lack  of  stability  in  the  family. 

Many  retarded  people  have  a critical  need 
not  being  met  in  the  commxmity ; the  need  may 
be  a foster  home,  an  educational  opportunity, 
or  only  routine  medical  and  dental  care.  Every 
effort  should  he  made  to  satisfy  needs  such  as 
these  through  available  or  new  resources  rather 
than  resorting  hi  a routine  fashion  to  institu- 
tional care.” 

This  is  certainly  food  for  thought  for  all 
of  our  citizens  and,  particularly,  we  physicians. 
Few  recently  trained  pediatricians  would  rou- 
tinely tell  mothers  to  send  their  mongoloid  or 
retarded  baby  off  to  an  institution,  “Before 
she  becomes  attached  to  it.”  We — psychia- 
trists— know  what  such  a suggestion  does  to 
a mother  and  child.  Mother  love  is  a wonder- 
ful and  mysterious  thing,  and  to  most  mothers 
to  abandon  their  new  born  baby  is  almost  like 
giving  up  life  itself.  There  is  usually  a con- 
stant feeling  of  guilt  on  the  part  of  the  mother 
which  has  many  expressions  and  almost  for 
sure  causes  a life  of  unhappiness  in  varying 
degrees.  For  the  child  there  is  no  good  sub- 
stitute for  mother  love,  affection  and  security. 
The  National  Association  for  Retarded  Chil- 


dren states  that  of  the  two  and  one-half  to 
three  percent  of  all  births  which  are  retarded, 
eighty-three  percent  are  mildly  retarded  and 
if  given  special  education  and  training  can 
ultimately  be  completely  self-supporting;  that 
an  additional  fourteen  percent  are  moderately 
retarded  and  if  given  special  education  and 
training  can  be  self-supporting  in  a sheltered 
situation.  We  psychiatrists  also  know  that 
the  first  six  years  of  life  are  the  years  when 
mother  and  father  contribute  most  to  the 
development  of  children;  thus,  in  view  of  the 
NARC  percentages  above  concerning  habilita- 
tion,  a retarded  child  if  possible  should  have 
the  same  opportunity  for  good  personality  de- 
velopment as  the  normal  child  and  this  means 
with  his  own  parents  or  good  foster  parents. 
Hospitals,  institutions,  and  colonies  are  a 
poor  substitute  for  mother  love. 

Thus  we  at  Stockley  have  accepted  the 
President’s  Panel  Report  on  Residential  Care 
as  our  bible,  so  to  speak.  We  now  consider 
our  Hospital  as  a specialized  “Training,  Treat- 
ment, and  Care  Center”  to  do  only  for  our 
Counties  what  they  cannot  do  for  themselves 
and  to  help  our  Counties  in  every  way  pos- 
sible to  do  what  they  can  do  themselves.  The 
plan  of  our  programs  is  an  integrated  one  in- 
volving the  hospital  and  community.  The 
Delaware  Association  for  Retarded  Children, 
Inc.,  states  there  are  18,000  retardates  in 
Delaware.  We  cannot  hospitalize  all  of  them 
but  we  at  Stockley  certainly  shall  be  interested 
in  all  of  them. 

With  your  help  as  physicians  and  the  help 
of  all  Delaware  citizens,  we  at  Stockley  can 
do  a lot  better  job  than  we  have  ever  done 
before  and  perhaps  our  next  year’s  report  will 
reflect  this  progress.  A few  States  have  ac- 
cepted the  challenge  and  are  really  handling 
the  retarded  problems  of  their  State  with  no 
institutional  v/aiting  lists,  etc.  This  however 
requires  the  concerted  effort  of  all  State  and 
private  agencies  such  as  Stockley,  Farnhurst, 
Governor  Bacon  Health  Center,  Mental  Hy- 
giene Clinics,  Daytime  Care  Centers,  Social 
Welfare,  Special  Education,  Vocational  Re- 
habilitation, Public  Health  and  Public  Health 
Nursing,  Delaware  Association  for  Retarded 
Cii'ldren,  Mental  Health  Association  of  Dela- 
ware, etc. 
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CRY  WOLF 

A Case  Study  of  Suicide  and  Homicide 


* With  suicide  ranking  high  among  the  chief 
causes  of  mortality  throughout  the  country,  in- 
vestigation into  the  etiology  and  preventitive 
phases  of  self-destruction  should  receive  our 
sincere  attention  and  study.  The  case  presented 
here  points  to  some  of  the  personality  facets  and 
environmental  sequelae  leading  up  to  both  a 
homicide  and  accompanying  suicide.  Can  we 
learn  from  this  case  and  similar  cases  what  factors 
are  in  operation  to  abort  suicidal  impulses  and 
intentions? 


Sheldon  W.  Weiss,  Ph.D. 


According  to  public  health  statistics,  ap- 
proximately 16,000  to  20,000  people  commit 
suicide  annually  in  the  United  States.  In  1955, 
suicide  ranked  twelfth  among  the  chief  causes 
of  mortality  in  the  country  vying  very  closely 
with  congenital  malformations,  cirrhosis  of  the 
liver  and  diabetes.  If  we  also  consider  the 
possibility  of  deaths  not  officially  recorded  as 
suicide  because  of  religious  or  social  prohibi- 
tions, the  rate  is  probably  higher.  Concerning 
the  latter,  such  cases  of  suicide  accompanied 
with  such  phenomena  as  alcoholism,  mental 
illness,  exogenous  poisons  or  medicaments 
such  as  barbiturates  and  tranquilizers,  add  to 
the  increasing  number  of  self-inflicted  mor- 
tality. Many  so  called  “accidental  deaths” 
due  to  drowning  or  gas-poisoning  may  also 
mask  underlying  suicidal  impulses  or  motiva- 
tions. 

Epidemiological  reports  prepared  by  the 
World  Health  Organization  seem  to  indicate 
that  there  is  no  particular  concentration  at 
specific  age  groups  or  ethnic  levels.  Suicide 
occurs  at  all  ages  and  within  all  peoples. 

However  suicide  may  be  sanctioned  by  a 
particular  culture,  such  as  in  oriental  and 
some  primitive  societies,  in  general,  self  des- 
truction is  viewed  as  irrational  and  carries 
with  it  the  censure  of  the  group.  No  doubt 

Dr.  Weiss  is  Chief  Clinical  Psycholoyist,  State  Mental  Hygiene 
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some  suicides  may  be  accounted  for  by  the  ir- 
rational, impulsive  outburst  of  the  clearly 
mentally  disturbed  or  ill  person.  These  acts, 
however,  usually  illustrate  clearly  the  spon- 
taneity and  lack  of  any  preparation  or  pre- 
meditation of  thought.  In  many  cases,  suicide 
represents  a final,  desperate  act  from  which 
the  victim  sees  no  other  apparent  solution  to 
his  problems  and  is  usually  accompanied  by  a 
morose  and  depressive  affect.  Concerning  this 
depressive  mood,  Freud  formulated  the  idea 
that  this  depression  results  from  the  individ- 
ual’s inability  to  express  extropunitive,  ag- 
gressive feelings.  These  aggressive  feelings 
are  turned  inwardly  and  many  times  take  the 
form  of  unconscious  sadistic  fantasies  which 
often  culminated  in  acts  of  suicide.  Karl 
Menninger  in  his  text,  “Man  Against  Him- 
self,” theorized  that  this  concept  of  intropuni- 
tive  aggression  is  derived  from  hostility  which 
is  crystallized  as  a wish  to  kill;  and  aggressiv- 
ness  which  is  modified  and  expresses  itself  as 
a wish  to  be  killed,  or  a displacement  of  ag- 
gression which  crystallizes  itself  in  the  wish 
to  die. 

It  has  been  postulated  also  that  suicide  may 
represent  a way  of  frustrating  those  external 
forces  that  make  living  impossible.  Zilboorg 
stated:  “In  killing  oneself,  one  gains  immor- 
tality and  fame  thereby  maintaining  the  ego 
rather  than  destroying  it.”  Other  psycho- 
analysts look  to  early  developmental  stages 
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for  etiological  factors  such  as  aggressiveness, 
narcissism  and  arrest  in  psychosexual  develop- 
ment. 

Suicide  may  represent  the  desire  to  punish 
a depriving  or  rejecting  figure  such  as  par- 
ents, siblings  or  loved-one  by  production  of 
guilt  feelings  in  them.  The  victim,  in  this 
manner  is  stating  with  finality;  “You’ll  be 
sorry  when  I’m  dead.” 

Concerning  the  roles  of  aggression  and  de- 
pression in  suicide,  Ostow  iterates  that  ag- 
gression is  a frequent  component  of  normal, 
and  a constant  component  of  pathologic  de- 
pression; the  most  striking  and  dangerous 
aspect  of  which  is  self-directive  aggression. 
He  further  states:  “The  patient  scolds  himself, 
starves  himself,  will  not  permit  himself  any 
enjoyment,  rejects  any  erotic  approaches  and 
finally  may  commit  suicide.  Such  behaviour 
is  considered  to  be  aggression  directed  against 
the  self  because  it  is  clear  that  the  patient 
does  to  himself  what  the  psychoanalytic  in- 
vestigation discloses  he  wants  to  do  to  others.” 

The  following  case  history  is  reported  to 
illustrate  some  of  the  personality  facets  and 
events  that  lead  up  to,  and  cluminate  in,  a 
suicide.  This  particular  suicide  occurred  while 
the  victim  ivas  incarcerated  pending  trial  on 
a charge  of  murder,  first  degree  against  a 
former  female  friend.  We  will  refer  to  our 
subject  as  Richard  Roe  (a  pseudonym)  who 
is  a Caucasian  male  in  his  late  forties,  divorced, 
a high  school  graduate  with  one  year  of  post 
graduate  education.  A tremendous  amount 
of  factual  information  was  obtained  from  legal 
and  medical  agencies  as  well  as  from  members 
of  the  subject’s  immediate  family  and  com- 
munity. Only  a brief  reporting  of  this  ma- 
terial will  be  attempted. 

A description  by  the  police  department 
concerning  the  alleged  crime  reports: 

'‘Victim  went  out  rear  door  of  apartment  and 
-was  accosted  either  in  the  hdilway  or  on  the 
rear  steps  and  engaged  in  a struggle.  This 
struggle  was  witnessed  by  George  G.,  the  cus- 
todian of  the  apartments.  G.  was  dumping 
trash  about  thirty-five  feet  away  from  the  rear- 
steps  ivhen  he  heard  victim  scream  his  name 
for  help;  and  at  this  time  he  heard  a shot  and 
-when  he  looked  up,  he  saw  subject  standing  in 


rear  doorway  trying  to  pull  -victim  back  up 
the  steps.  Her  left  hand  was  holding  onto 
step  railing  and  subject  had  her  by  the  right 
arm  with  his  left  hand  and  was  holding  the 
door  opened  with  his  right  hand,  which  con- 
tained a gun.  Victim  fell  on  steps  apparently 
stunned  and  subject  bent  over  her  holding  gun 
about  six  inches  from  her  forehead  and  shot 
her  twice  more.  One  bullet  remaining  in  the 
head  and  apparently  causing  instant  death 
and  the  other  bullet  Creased  the  head  and  was 
found  inside  the  doorway  by  this  writer.” 

The  subject  was  arrested  and  charged  with 
murder  in  the  first  degree  and  was  arraigned 
and  held  without  bail  for  trial  in  Superior 
Court.  The  next  day,  at  the  County  Prison, 
in  Mid-morning,  two  local  policemen  went  to 
the  prison  to  continue  interrogation  of  the 
prisoner.  As  they  entered  the  cell  where  Mr. 
Roe  was  detained,  the  report  states: 

“Roe  luas  lying  on  the  top  bunk,  on  his  right 
side  aivake,  and  looking  toward  the  door  of  the 
cell  which  was  on  the  west  side  of  the  building. 
The  writer  walked  in,  spoke  to  Mr.  Roe  who 
nodded  his  head,  and  the  writer  asked  what 
the  trouble  was.  Mr.  Roe  stated,  “Nothing.” 
The  writer  reached  up,  pulled  the  blanket  part 
ivay  back.  Mr.  Roe’s  arms  were  curled  up  in 
front  of  him.  On  his  arms  was  a lot  of  dry 
blood.  The  writer  pulled  the  blanket  back 
further  and.  in  doing  so,  noticed  that  there 
was  blood  on  the  sheets,  mattress  and  all  over 
Roe’s  body  to  such  an  extent  that  he  had  done 
an  excessive  amount  of  bleeding.  Writer  ques- 
tioned Roe  to  a certain  extent  and  asked  him 
what  he  had  cut  himself  with  and  he  stated  a 
razor.  Mr.  Roe  opened  his  right  hand  and 
ivriter  took  a double  edge  razor  blade  from 
his  hand.  The  warden  was  notified  at  which 
time  a doctor  was  contacted.  Chief  of  police 
was  notified  that  Roe  was  in  no  condition  to 
be  interrogated  this  morning  and  that  he  was 
being  transferred  to  the  County  Hospital.” 

Some  background  material  was  obtained  in 
interview  with  the  chief  of  police  of  the  city 
where  the  alleged  crime  took  place.  The  chief 
cited  a rather  extensive  anti-social  history 
carried  out  by  Mr.  Roe  dating  back  to  1935 
when  he  was  charged  with  discharging  firearms 
and  destroying  private  property  as  well  as 
numerous  motor  vehicle  offenses  such  as  reck- 
less driving  and  driving  without  an  authorized 
license  or  permit. 

In  1942,  Mr.  Roe  shot  a companion  with  a 
pistol  but  the  charge  was  withdrawn.  The 
same  year  Mr.  Roe  was  arrested  for  street- 
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fighting  and  the  case  was  also  withdrawn.  In 
1945,  Mr.  Roe  was  charged  with  speeding  and 
fined  $25.00;  he  was  also  charged  with  dis- 
orderly conduct  and  assault  upon  a police 
officer.  In  1953,  he  was  charged  with  forgery 
and  bank  robbery  in  Nevada  for  which  he 
was  sentenced  to  7^/^  years  in  a penitentiary. 

Despite  numerous  arrests  for  various  mis- 
demeanors and  violations,  Mr.  Roe  has  been 
most  fortunate  in  not  receiving  much  time 
in  penal  institutions.  It  was  the  concensus 
of  public  opinions  that  Mr.  Roe  came  from 
a rather  influential,  successful  family  and  that 
they  would  get  him  out  of  many  scrapes 
under  their  recognizance. 

Portrait  Of  Mr.  Roe 

Mr.  Roe  has  been  described  by  various 
community  members  as  a “spoiled  brat,  ladies’ 
man,  heavy  drinker,  gambler  and  shady  char- 
acter.” Regarding  his  present  offense,  the 
chief  of  police  reported  that  Mr.  Roe  had 
been  sexually  intimate  with  the  victim  for 
a period  of  time.  It  was  claimed  that  she 
visited  him  in  his  apartment  in  a neighboring 
state  as  well  as  seeing  him  in  Delaware.  Mr. 
Roe  knew  that  the  victim  was  going  with  an- 
other man  whom  she  intended  to  marry.  This 
other  male  friend  called  the  police  at  one 
time,  reporting  that  the  victim  was  being 
threatened  by  Mr.  Roe.  The  police  investi- 
gated and  Mr.  Roe  left  the  apartment  im- 
mediately. A warrant  was  sworn  out  by  the 
victim  and  Mr.  Roe  was  charged  with  assault 
and  battery  and  fined  $25.00  and  warned  by 
the  magistrate  to  stay  away  from  the  victim. 
The  following  day  Mr.  Roe  was  picked  up  by 
the  police  near  her  residence  and  he  had  a 
knife  and  gun  in  his  possession.  He  was 
jailed  but  released  on  bail  and  told  by  the 
judge  to  stay  out  of  this  state. 

As  to  the  alleged  shooting,  the  chief  of 
police  further  reported  that  Mr.  Roe  was  ap- 
prehended one  hour  after  the  episode  had 
occurred.  Following  the  demise  of  the  victim, 
Mr.  Roe  left  the  apartment  and  was  seen 
making  a telephone  call  from  a garage  some 
distance  from  the  apartments.  The  owner  of 
the  garage  contacted  the  police  who  drove 
behind  him  and  then  Mr.  Roe  suddenly  sped 


off.  There  was  a chase  and  finally  he  was 
apprehended  after  he  smashed  his  car  into 
another  vehicle.  On  the  front  seat  of  his  car 
was  a dismantled  gun. 

The  chief  of  police  stated  that  Mr.  Roe 
had  commented  after  his  arrest  that  he  was 
contemplating  suicide  but  it  was  felt  that 
there  had  been  numerous  opportunities  since 
his  apprehension  to  attempt  this  if  he  really 
wanted  to.  Police  reports  state  in  relation 
to  his  suicide  attempt  in  the  county  prison, 
that  Mr.  Roe  “sliced  out  pieces  of  flesh  from 
his  arm  but  did  not  cut  near  any  major  blood 
vessels  and  that  he  merely  injured  himself 
rather  than  any  real,  self-destructive  act  or 
intent.” 

Mr.  Roe  was  seen  at  the  Mental  Hygiene 
Clinic  for  psychological  examination  by  this 
author.  He  cooperated  very  well  during  the 
testing  and  interview  session  and  stated  that 
he  was  hard  of  hearing  but  mentioned  that  he 
didn’t  think  of  bringing  along  his  hearing 
aid  which  he  had  at  the  prison  even  though 
he  was  notified  in  advance  of  this  appoint- 
ment. The  guards  who  brought  Mr.  Roe  to 
the  clinic  for  examination  report  that  they 
have  had  no  difficulty  since  Mr.  Roe  has  been 
in  jail  in  so  far  as  any  hearing  loss  or  dis- 
ability is  concerned.  There  did  not  appear 
to  be  any  apparent  difficulty  in  communication 
between  the  examiner  and  Mr.  Roe  because 
of  any  apparent  hearing  defect. 

Mr.  Roe  was  rather  unspontaneous  and 
minimal  in  his  discussion  of  any  past  events 
or  personal  history  especially  concerning  his 
contact  with  the  law.  He  stated  that  he  was 
only  incarcerated  on  one  occasion  in  a federal 
penitentiary  for  bank  robbery. 

Results  Of  Test  And  Evaluation 

Intellectual  evaluation  revealed  a current 
functioning  level  in  the  average,  normal  range 
with  a Verbal  Scale  IQ  of  96,  Performance 
Scale  IQ  of  105,  and  a Full  Scale  IQ  of  100. 
The  tests  for  organicity  revealed  no  apparent 
signs  of  chronic  brain  syndrome  or  visual- 
motor  defects. 

The  projective  materials  (Rorschack  Psy- 
cho-diagnostic Test,  TAT,  Figure-drawings) 
revealed  a tendency  toward  stereotypy  in 
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dealing  with  unstructured  situations.  There 
was  a complete  absence  of  any  color  response 
with  emphasis  upon  animal  and  human  move- 
ment. The  protocol  reflected  a marked  ten- 
dency toward  tabulation  and  environmental 
manipulation.  Mr.  Roe  tended  to  present  a 
rather  superficial,  complaint  “front”  which 
hardly  concealed  a highly  aggressive,  acting- 
out  substrate  which  could  be  released  very 
rapidly  under  the  influence  of  some  inhibitory- 
release  mechanism  such  as  alcohol. 

Mr.  Roe’s  emotional  life  reflects  a rather 
superficial,  narcissistic,  dependent  status  with 
a rather  low  frustration-threshold.  Despite  a 
tendency  toward  depression  with  some  intro- 
versive  characteristics,  there  was  no  crippling 
anxiety  or  overt,  pathological  affectivity.  Mr. 
Roe  was  rather  cautious  and  concrete  in  his 
handling  of  unstructured  material  and  tended 
to  rely  heavily  upon  the  mechanisms  of  ra- 
tionalization and  projection  for  his  ego-de- 
fenses. There  did  not  appear  to  be  any  test 
evidence  of  overt  psychopathology  of  a psy- 
chotic or  disruptive  nature.  He  appeared  to 
be  able  to  consult  with  counsel  and  be  tried 
on  the  merits  of  his  case. 

During  his  psychiatric  examination  at  the 
Mental  Hygiene  Clinic,  the  psychiatrist  re- 
ported: “The  patient  indicates  that  he  had 
been  doing  a great  deal  of  drinking  over  an 
extended  period  of  time.  He  had  apparently 
been  betting  heavily  on  the  horses  and  had 
lost  a good  deal  of  money.  It  seems  that  his 
girl  friend  found  out  approximately  two  or 
three  months  before  his  employers  found  out 
that  he  had  been  taking  money  from  selling 
merchandise  and  keeping  the  proceeds  for 
himself.  The  patient,  himself,  states  that  this 
girl  friend  saw  no  future  in  their  arrangement 
and  so  determined  to  terminate  their  affair.” 

“The  patient  made  several  attempts  to 
straighten  it  out.  He  stated  that  he  had 
considered  suicide  and  also  had  considered 
both  murder  and  suicide.  One  of  the  letters 
he  had  written  to  the  victim  contained  refer- 
ences that  while  he  was  considering  suicide, 
he  also  wanted  to  take  her  with  him.” 

The  psychiatrist  further  reported:  “Mr. 
Roe’s  entire  history  is  that  of  a black  sheep 


of  the  family.  He  had  three  brothers  and  a 
sister  all  of  whom  have  been  fairly  success- 
ful and  have  been  regarded  highly  in  their 
community.  A diagnosis  of:  “Personality 
Trait  Disturbance,  Passive-Aggressive  Person- 
ality was  tentatively  offered  with  added  fea- 
tures of  alcoholism  and  other  sociopathic 
features.” 

In  a summary  report  to  the  Office  of  the 
Attorney  General,  Mr.  Roe’s  examination  was 
reported  as: 

“In  all  examinations,  the  defendant  was  com- 
pletely cooperative.  He  answered  questions  as 
well  as  he  could  and  gave  considerable  detail 
regarding  his  various  actions  on  and  about  the 
time  of  the  alleged  crime  as  well  as  regarding 
his  own  past  behaviour.  In  spite  of  his  history 
of  aggressive  and  impulsive  acting-out,  he  ap- 
peared to  he  rather  passive  and  somewhat  con- 
cerned and  anxious  at  the  time  of  the  examina- 
tions. There  was  some  slight  manifestations  of 
depression  but  this  quite  likely  was  linked  to 
his  current  unhappy  situation.  Much  of  the 
material  which  he  produced  indicated  a life 
long  patteryi  of  emotional  instability.  Refer- 
ences made  to  material  obtained  from  various 
relatives  indicating  his  differences  from  other 
members  of  the  family  and  going  hack  into  his 
childhood  personalitay  and  experience.  The 
defendant  verbalized  a good  deal  of  concern 
about  the  fact  that  he  had  been  drinking  when- 
ever he  got  into  difficulty  and  in  so  doing 
attempted  to  explain  away  his  behaviour.  Cer- 
tainly he  seems  to  feel  some  degree  of  guilt 
regarding  his  past  patterns  of  behaviour,  par- 
ticularly his  drinking,  gambling  and  his  various 
crimes  against  property.  The  material  obtained 
from  both  the  defendant  and  from  his  various 
relatives  indicated  that  his  family  had  always 
been  ready  , to  assist  him  whenever  he  got  into 
any  kind  of  difficulty,  where  such  assistance 
could  be  given,  and  that  he  has,  in  affect,  never 
learned  to  assume  responsibility  of  his  own 
behaviour. 

In  regard  to  the  present  alleged  crime,  one 
got  the  impression  that  his  relationship  to  the 
victim  was  a very  close  one;  that  he  was  ex- 
tremely dependent  on  the  victim  and  that  the 
threatened  loss  of  the  relationship  was  seen 
as  being  extremely  dangerous  to  his  self  esteem. 

We  would  conclude  that: 

(1)  Though  this  man  was  not  frankly  psycho- 
tic at  the  time  of  the  alleged  crime  and  thus 
able  to  distinguish  right  from  wrong, 
nevertheless,  his  record  shows  that  he  has 
never  been  able  to  control  his  impulses  in 
an  adequate  and  socially  acceptable  man- 
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ner,  particidnriy  under  the  influence  of 
alcohol.  The  stress  of  the  immediate  situ- 
ation and  his  oivn  impulsive  personality 
structure  did  contribute  siynificantly  to 
the  commisson  of  the  crime  as  charyed. 
Under  these  circumstances,  one  might  con- 
sider the  series  of  events,  beginning  with 
his  first  arrest  and  eliding  with  the  alleged 
shooting,  as  the  product  of  a personality 
disorder  and  that,  though  knowing  right 
from  wrong,  he  was  not  able  to  desist  from 
committing  the  act. 

(2)  Certainly  there  can  be  no  question  that 
he  is  not  in  possession  of  his  faculties, 
can  now  assist  his  attorney  in  the  prepara- 
tion of  his  own  defense  and  the  presenta- 
tation  of  the  material  to  the  court.  Thus, 
he  may  stand  trial  on  the  merits  of  his 
case." 

Within  a week  of  this  report  and  prior  to 
his  appearance  before  the  court  for  trial,  Mr. 
Roe  successfully  carried  out  his  third  and 
final  suicidal  act.  An  account  of  his  suicide 
was  reported  in  the  local  newspaper: 

"Richard  Roe,  accused  of  the  slaying  of  a 
woman  he  loved,  yesterday  punctured  his 
jugular  vein  with  a sliver  of  glass  and  bled 
to  death.  Roe,  who  failed  in  two  previous 
suicide  tries,  was  found  dead  at  6:30  a.m.  in 
his  blood-soaked  bed  in  a hospital  room  of  the 
prison.  He  was  being  held  there  awaiting  trial 
on  charges  he  shot  and  killed  his  girl  friend 
as  she  left  her  apartment  to  go  to  work.  Roe 
had  been  warned  to  stay  away  from  this  girl 
for  whom  he  had  professed  his  love,  after  she 
tried  to  break  off  relations  with  him." 

Much  detail  has  been  presented  concerning 
Mr.  Roe’s  alleged  crime  of  homicide  and  his 


subsequent  self-destruction  while  awaiting 
trial.  Could  his  destructive  act  be  antici- 
pated and  or  prevented?  Statistical  reports 
on  numerous  suicidal  cases  seem  to  indicate 
that  suicide  is  rarely  an  impulsive,  unpre- 
meditated act.  By  and  large,  it  is  usually 
well  planned  out,  deliberate  and  often  pre- 
heralded by  threat  or  notice  of  intent  to  carry 
out  the  self-destruction. 

Some  of  the  most  important  precursors  to 
the  suicidal  act  are  the  strong  feelings  of  loss 
(of  a loved  one,  property,  etc.)  aggression  and 
depression.  Many  suicides  have  an  ante- 
cedent history  of  emotional  and/or  physical 
illness.  A preoccupation  with  death  and  ex- 
pressed idea  to  die,  communicating  this  desire 
and  futility  of  living  to  others,  is  often  pres- 
ent. Many  times,  there  is  also  a history  of 
prior  suicidal  attempts,  gestures  and  intents. 

In  general,  prevention  of  suicide  must  occur 
well  in  advance  to  the  presence  of  the  suicidal 
syndrome.  Prevention  cannot  entirely  depend 
on  psychiatric  intervention  alone.  The  family, 
school  and  the  church  can  also  play  heroic 
roles  in  the  development  of  personal  esteem 
and  values  that  would  make  suicide  a poor 
and  unwise  resolution  to  any  of  the  maelstrom 
of  human  problems.  The  ancient  maxim  of: 
Dum  Spiro  Spero  (while  there  is  life,  there 
is  hope)  should  form  the  ground  work  for 
conquering  many  of  the  malignant  forces  that 
terminate  in  self-destruction  with  its  waste  of 
human  potential  that  this  represents  to  the 
world. 


A FOLLOW-UP  STUDY  OF  CHILDREN  AND  ADOLESCENTS 


(Continued  from  page  290) 

Summary 

In  order  to  test  the  usefulness  of  psycho- 
therapy for  delinquent  and  non-delinquent 
children  and  adolescents,  we  made  a compara- 
tive follow-up  study  of  former  patients  of  our 
institution.  Our  findings  indicate  that  there 
is  a high  relapse  rate  among  the  delinquent 
youngsters,  even  after  long  and  intensive  psy- 
chotherapy in  a permissive  milieu.  This  poor 
prognosis  of  the  delinquent  is  contrasted  with 


the  better  prognosis  of  the  non-delinquent 
group.  There  is  also  a distinct  difference  in 
the  behavior  and  symptomatology  of  both 
groups. 

A permissive  psychotherapeutic  approach 
does  not  appear  the  treatment  of  choice  for 
the  delinquent  group.  It  is  assumed  that  en- 
vironmental— sociological  factors  play  a role 
in  this  as  well  as  the  delinquency  in  the  first 
place,  in  addition  to  personal  psychodynamic 
factors.  Other  treatment  possibilities  for  these 
youngsters  are  suggested. 
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Albrecht  Otto  Kaendler,  M.D.,  Christian-Albrechts  Uni- 
versity, ’55,  was  born  in  Crossen,  Germany.  A transfer 
member  from  the  Academy  of  Medicine  of  Columbus 
and  Franklin  County,  Ohio,  Dr.  Kaendler  obtained  his 
Delaware  license  in  1963.  Specialty:  Psychiatry;  Office: 
Governor  Bacon  Health  Center.  Dr.  Kaendler  and  his 
wife  enjoy  the  “old-fashioned  interests” — music,  con- 
certs, traveling — and  have  two  children,  ages  two  and 
six. 


Donald  Schetman,  M.D.,  State  University  College  of 
Medicine,  New  York,  ’56,  was  born  in  Brooklyn,  N.Y. 
Delaware  license:  1963;  Specialty:  Dermatology;  Dr. 
Schetman  was  Board  Certified  in  October.  Office:  Pro- 
fessional Building.  Dr.  Schetman  enjoys  golf  (even 
though  he  labels  himself  a “duffer”)  and  is  interested  in 
the  subject  of  our  Civil  War.  There  are  three  little  boys 
in  the  family. 


John  H.  Meloy,  M.D.,  Temple  University  School  of 
Medicine,  ’53,  hails  from  Cedar  Rapids,  Iowa.  Delaware 
license:  1955;  Specialty:  Surgery  and  Chest  Diseases; 
Office:  201  West  Twelfth  Street,  Wilmington.  The  Me- 
loys  have  two  small  daughters;  Mrs.  Meloy  is  an  R.N. 
on  obstetrics  at  Delaware  Hospital;  Dr.  Meloy  likes 
photography  and  playing  the  piano. 


Kazuo  K.  Kimura,  M.D.,  St.  Louis  University  School  of 
Medicine,  ’53,  was  born  in  Sheridan,  Wyoming.  Dela- 
ware license:  1962;  Specialty:  Industrial  Medicine; 
Office:  Atlas  Chemical  Industries,  Inc.  Dr.  Kimura  and 
his  wife — who  is  an  R.N.  on  the  staff  of  the  V.A.  Hos- 
pital, Wilmington — are  busy  with  their  new  house  and 
devote  much  time  to  horticulture;  the  doctor’s  special 
hobbies  are  guns  (marksmanship)  and  golf. 
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MODERN  CONCEPTS  OF  CARDIOVASCULAR  DISEASE 


Once  before  in  this  column  mention  was 
made  of  the  excellent  publication  of  the 
American  Heart  Association  entitled  Modern 
Concepts  of  Cardiovascular  Disease.  This 
small  leaflet  is  distributed  monthly  without 
charge  to  physicians  and  one  cannot  help  but 
mention  the  uniformly  high  standard  of  the 
material  presented  therein.  The  subjects 
generally  are  of  widespread  interest  and  are 
capably  handled  by  authorities  in  the  respec- 
tive field.  While  the  title  would  suggest  that 
these  pamphlets  are  for  specialists  in  cardio- 
vascular disease,  this  is  not  true.  These  items 
are  specifically  aimed  at  the  general  practi- 
tioner of  medicine. 

In  January  and  February  of  this  year  a 
“double  header”  was  presented  by  members 
of  the  Work  Classification  Unit  of  the  Los 
Angeles  County  Heart  Association.  If  it  pre- 
sented nothing  else,  the  chart  outlining  the 
energy  costs  of  various  activities  is  most  in- 
teresting and  helpful.  Every  physician  who 
is  practicing  medicine  who  has  not  seen  this 
interesting  chart  should  certainly  consult  it. 

The  March-April  issues  were  devoted  to  role 
of  the  Kidney  and  the  Adrenal  Cortex  in 
Congestive  Heart  Failure.  While  some  might 
complain  that  this  is  an  “ivory  tower”  subject, 
it  cannot  be  denied  that  it  is  extremely  im- 
portant, practical,  and  of  everyday  interest. 
Most  general  practitioners  are  daily  prescrib- 
ing potent  preparations  to  regulate  the  kidney 
and  the  adrenal  cortex  in  their  treatment  of 
heart  failure. 

The  May  issue  is  one  of  great  importance 
to  all  and  has  to  do  with  the  report  of  the 


Committee  on  the  Effect  of  Strain  and  Trauma 
on  the  Heart  and  Great  Vessels.  This  is  a 
combined  committee  of  the  American  Heart 
Association  consisting  of  physicians  and  law- 
yers and  is  another  step  in  the  lengthy  and 
difficult  task  of  attempting  to  bring  some  de- 
gree of  order  out  of  chaos  in  the  field  of 
medical  jurisprudence  as  it  is  related  to  the 
cardiovascular  system.  We  should  all  read 
this  as  well  as  going  back  to  the  original 
report  of  the  Committee  and  the  minority 
report  submitted  by  one  member  of  the  same 
Committee. 

June  brought  up  the  subject  of  obesity  and 
July  the  effect  of  general  anesthesia  on  the 
normal  as  well  as  the  diseased  heart.  The 
August  and  September  issues  considered  In- 
fiuenza  and  Cardiopulmonary  Disease  begin- 
ning with  the  etiology  of  influenza  and  ending 
up  with  the  relationship  between  influenza  and 
rheumatic  heart  disease  as  well  as  other  types 
of  heart  disease. 

The  current  issues,  October  and  November, 
consider  the  Office  Evaluation  of  the  Hyper- 
tensive Patient.  This  issue,  as  others,  is 
written  by  an  authority  in  the  field  and 
stresses  the  fact  that,  particularly  in  younger 
individuals,  we  should  make  every  effort  to 
diagnose  the  curable  forms  of  hypertension 
and  to  remove  such  a cause  if  it  is  found. 
Doctor  Freis  disagrees  with  many  of  his  col- 
leagues regarding  telling  a person  about  their 
blood  pressure  and  in  some  instances  having 
the  patient  take  his  own  blood  pressure.  He 
does  an  excellent  job,  however,  in  presenting 
his  reasons  for  such  a decision. 
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PROGRAM  OF  THE  ANNUAL  SCIENTIFIC  ASSEMBLY 


One  of  the  main  functions  of  the  Academy 
of  General  Practice  is  “continuing  education.” 
Three  of  its  efforts  in  this  direction  are  open 
to  all  Delaware  doctors.  They  are  the  Spring 
Symposium,  “Physical  Medicine  and  Rehahili- 
tation”  this  year,  the  Fall  Lecture  Series, 
currently  “Psychiatry  in  Medical  Practice,” 
and  the  Annual  Scientific  Assembly,  which 
this  year  will  be  on  December  7th  at  the 
Academy  of  Medicine,  Wilmington. 

PROGRAM 

9:00  A.M.  Registration  and  Exhibits 
9:25  A.M.  Welcoming  Remarks — William 
Shellenberger,  M.D.,  President  of 
Delaware  Academy  of  General 
Practice.  Moderator  for  Morn- 
ing Session  Richard  Comegys, 
M.D. 

9:30  A.M.  Tales  Told  By  The  Dead — Joseph 
W.  Spelman,  M.D.,  Medical  Ex- 
aminer, City  of  Philadelphia. 
Discussers:  Gerrit  W.  H.  Sche- 
pers,  M.D.,  Medical  Examiner, 
State  of  Delaware;  S.  S.  Bjorn- 
son,  M.D.,  Pathologist,  Wilming- 
ton General  Hospital. 

10:30  A.M.  Recess  and  Exhibits 
11:00  A.M.  Headache — Perry  S.  MacNeal, 
Associate  in  Medicine,  Univer- 
sity of  Pennsylvania  School  of 
Medicine.  Discussers:  Alfred  E. 
Bacon,  Jr.,  M.D.,  Charles  L. 
Reese,  III,  M.D. 

12:00  noon  Luncheon  and  Exhibits 

Moderator  for  Afternoon  Session, 
George  J.  Boines,  M.D. 

1:45  P.M.  Diagnosis  of  the  Acute  Abdomen 
— Philip  Thorek,  M.D.,  Clinical 
Professor  of  Surgery,  University 
of  Illinois  School  of  Medicine. 
Dr.  Thorek  is  interested  in  sur- 
gical cinematography.  One  of  his 
most  recent  films  “If  I Had  An 
Ulcer,”  won  the  Golden  Minerva 


medal  at  the  International  Fes- 
tival on  Scientific  Films  in  Italy, 
1961.  In  1960,  Dr.  Thorek 
succeeded  his  late  father  as  Chief 
Surgeon  at  the  American  Hos- 
pital of  Chicago,  and  as  Editor- 
in-Chief  of  the  Journal  of  the 
International  College  of  Surg- 
geons.  Discussors:  Charles  F. 
Richards,  M.D.;  Alfred  Lazarus, 
M.D. 

2:45  P.M.  Recess  and  Exhibits 

3:15  P.M.  The  Allergic  Child — Howard  G. 

Rapaport,  M.D.,  Associate  Pro- 
fessor of  Clinical  Pediatrics  for 
Allergy,  Albert  Einstein  College 
of  Medicine,  New  York.  Dr. 
Rapaport,  Physician  in  Charge  of 
Children’s  Allergy  at  Mt.  Sinai 
Hospital  and  of  the  Children’s 
Allergy  Clinic  at  Bronx  Munici- 
pal Hospital  Center,  New  York, 
is  a member  of  the  Editorial 
Board  of  Annals  of  Allergy  and 
Consultant  Editor  of  the  Journal 
of  The  Children’s  Asthma  Re- 
search Institute  and  Hospital, 
Denver.  Discussors:  Frank  J. 
Gilday,  M.D.;  Herman  Rosen- 
blum,  M.D. 

The  above  program  will  be  supported  in 
part  by  grants  from  Merck  Sharp  and  Dohme 
and  Mead  Johnson. 

We  welcome  all  physicians  and  their  wives 
to  our  annual  cocktail  party  and  dinner  dance 
at  the  Hotel  DuPont  at  6:30  p.m.,  December 
7th.  A1  Raymond’s  orchestra  will  play.  Tic- 
kets may  be  obtained  from  the  office  of  the 
Delaware  Academy  of  General  Practice,  1925 
Levering  Avenue. 

David  M.  Platt,  M.D. 

Chairman  of  Education  Committee 
Delaware  Academy  of  General  Practice 
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MEDICINE  AND  PUBLIC  HEALTH 


Pa<ge 


Why  do  babies  born  in  Scandanavia  have  a better  chance  of  life  than 
those  starting  life  in  the  United  States?  This  question  has  been  asked 
many  times  to  explain  an  infant  mortality  rate  of  about  fifteen  (15)  in 
most  of  Scandanavia  as  against  almost  double  that  figure  in  this  country. 

The  reply  to  this  question  involves  medicine,  public  health  and  the 
general  acceptance  of  both  by  the  people  in  any  community.  Public 
Health,  is,  in  its  broadest  connotation  only  applied  common  sense.  It 
requires  the  application  and  acceptance  of  the  best  acquired  medical 
knowledge  for  the  benefit  of  the  individuals  in  any  community. 

The  Practitioner  of  Medicine  is  the  key  person  in  the  picture  be- 
cause he  provides  the  best  in  preventive  and  curative  medicine  for  in- 
dividual persons.  The  individuals  collectively  make  up  the  community 
which  benefits  from  this. 

The  Public  Health  Physician  deals  more  directly  with  collective 
groups  of  individuals.  It  is  his  primary  job  to  provide  the  factual  infor- 
mation that  makes  the  individual  and  therefore  the  community  want  the 
best  health  protection  possible.  Preventive  Medicine  cannot,  therefore, 
be  separated  from  the  other  aspects  of  medical  practice.  These  things 
additively  constitute  one  force  working  within  the  community  to  provide 
all  the  facets  of  weU-geared  medicine. 

There  could  be  no  public  health  progress  without  the  consistent  help 
of  the  private  practitioner.  He  must  know  how,  what,  when  and  where 
to  do  his  best  Vv^ork.  Sound  medical  practice  could  not  exist  today  with- 
out the  ground  work  of  men  dedicated  to  the  application  of  the  latest 
advances  in  medicine  to  promote  the  well-being  of  communities. 

Delaware  is  a sound  example  of  good  health  practice  that  may  weU 
be  followed  elsewhere  throughout  this  country.  The  Public  Health  Phy- 
sicians and  the  Medical  Society  have  created  an  atmosphere  that  makes 
possible  the  bringing  of  preventive  measures  to  individuals  in  every  com- 
munity of  the  State.  Immunizations  of  all  kinds  are  available  to  all.  The 
current  Polio  Vaccine  Program  is  a good  example.  I would  also  point 
with  pride  to  the  record  of  no  deaths  of  mothers  in  childbirth  in  1962.  It 
is  a record  we  should  make  every  effort  to  continue. 

The  reduction  of  infant  mortality  and  the  prevention  of  mental  injury 
and  retardation  are  matters  to  which  all  of  us  must  direct  our  attention. 
These  problems  are  not  for  the  specialist  alone.  The  general  practitioner 
has  a tremendous  role  in  advancing  these  and  other  programs  to  benefit 
not  only  the  individual  but  also  the  local  community  and  the  state. 
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Wine  Safe  Drinking  wine  with  meals  is  not  only  allowed  but  often  prescribed  for 

For  Diabetics  diabetics  by  physicians  in  wine-drinking  countries.  . Physicians  associated 

with  the  both  the  Rome  Center  for  Diabetics  and  the  International  Center 
for  Psychodietetics — report  that  wine  may  be  helpful  in  keeping  blood 
sugar  levels  low.  Patients  were  first  given  wine  on  an  empty  stomach  and 
blood  sugar  readings  were  taken  thirty  minutes  and  one,  two  and  three 
hours  later  which  were  compared  with  pre-treatment  blood  sugar  deter- 
minations. The  ingestion  of  wine  on  an  empty  stomach  did  not  cause 
rises  in  blood  sugar  values,  no  matter  what  type  of  treatment  the  patient 
was  under.  Investigators  concluded  that,  “wine  may  be  safely  included 
in  the  diet  of  large  segments  of  the  diabetic  population  and  can  contribute 
to  the  control  of  diabetes. 


Lead  Misinformation  Two  recent  articles  concerning  lead  poisoning  have  appeared  in  news- 
Corrected  papers  citing  the  statistic,  “seventy  percent  of  deaths  due  to  poison  in 

the  preschool  age  group  are  caused  by  lead  poison.”  The  Lead  Industries 
Association  wishes  to  correct  this  error.  They  cite  the  U.S.  Department 
of  HEW,  Division  of  Accident  Prevention  report,  December,  1962  . . . 
“In  1960  {the  last  year  recorded)  445  deaths  due  to  accidental  poisoning 
involving  children  under  5 years  of  age  are  recorded.  Seventy-eight  of 
these,  or  17.5  percent  are  attributed  to  lead  and  its  compounds.  Over  the 
ten  year  period  covered  in  this  report — 1951-61,  the  percentage  figure 
stands  at  12.5.  This  office  will  be  pleased  to  help  you  with  all  statistical 
and  other  matters  related  to  lead  toxicology.”  Lead  Industries  Assoc.,  Inc. 
292  Madison  Avenue,  New  York  17. 


Putting  X-ray  On 
The  Safer  Side 


The  Common  Cold 
In  Delaware 


Recommendations  designed  to  minimize  x-ray  exposure  to  the  patient, 
x-ray  technician,  and  personnel  located  outside  of  control  areas  have  been 
made  by  the  Industrial  Medical  Association:  Fluoroscopic  examinations 
shoifld  not  be  made  if  the  same  examination  can  be  done  by  film,  or 
unless  it  is  necessary  to  observe  motion,  and  under  no  circumstances 
should  they  be  done  prior  to  full  dark-adaptation;  that  the  lowest  radia- 
tion out-put  yielding  satisfactory  diagnostic  results  be  used  for  x-ray 
examination;  that  in  any  x-ray  examinations  the  gonads  of  patients  who 
have  not  passed  the  reproductive  age  should  be  protected  from  the  useful 
beam  by  the  use  of  careful  field  collimation  to  confine  the  beam  to  the 
area  of  interest,  with  special  gonad  shields  being  used  when  this  will  not 
impair  the  value  of  the  examination;  and  that  cones  should  be  employed 
to  restrict  radiation  beam  to  the  area  of  interest.  Copies  of  the  complete 
report  will  be  sent  without  charge  if  request  is  accompanied  by  a self- 
addressed  stamped  envelope  to:  Industrial  Medical  Association,  55  East 
Washington  St.,  Chicago. 

The  common  cold  continues  to  be  the  largest  single  factor  contributing 
to  the  12.2  days  per  school  year  the  average  Delaware  student  is  absent 
from  school.  In  a survey  conducted  by  the  Schering  Corporation,  Dela- 
ware ranked  fourth  in  attendance  with  the  12.2  days  of  absence.  Medical 
surveys  indicate  that  children  of  elementary  school  age  have  five  times 
as  many  colds  as  do  adults. 
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Personal 

Glimpses 


Strokes  And 
Heart  Disease 


Draft  Call 
Information 


From  Dover 
Air  Force  Base 


Medical  Society 
Delaware  Elects 
New  Officers 


Alfred  R.  Shands,  Jr.,  M.D.,  became  the  first  Delaware  physician  to  be 
cited  by  Medico  when  he  was  presented  with  an  award  at  the  Annual 
Meeting  of  the  Delaware  Society  for  Crippled  Children  and  Adults,  by  the 
National  Field  Director  of  Care  and  Medico.  A scroll  was  presented  to 
Dr.  Shands  for  the  advancement  of  world-wide  medical  assistance.  Dr. 
Shands  spent  two  weeks  in  Bogota,  Columbia  giving  a series  of  10  lec- 
tures on  orthopedics  . . . John  J.  Egan,  M.D.,  Wilmington  is  a member 
of  the  Public  Relations  Committee  of  the  American  Society  of  Internal 
Medicine  . . . Victor  D.  Washburn,  M.D.,  addressed  a church  group  on 
the  subject  “The  Rewarding  Years”  . . . James  T.  Metzger,  M.D.,  ad- 
dressed the  International  College  of  Plastic  Surgeons  in  Washington, 
D.C.,  on  the  subject  of  “Recognition  of  Mesodermal  Defects” — David 
Saunder,  M.D.,  was  co-author  . . . The  past  month  marked  weddings  for 
two  Dover  physicians,  J.  Stites  McDaniel  and  John  G.  Kays  . . . 

Facts  released  by  the  Fourth  Annual  Conference  of  the  Field  Staff  Heart 
Disease  Control  Program  (U.S.P.H.S.)  are:  Deaths  from  heart  disease 
in  middle-aged  men  showed  a 6%  decline  during  the  1950’s;  the  overall 
drop  was  due  primarily  to  a 44%  drop  in  death  from  hypertension  in  a 
22%  decrease  in  stroke  mortality.  Many  major  strokes  can  now  be  pre- 
vented. A sharp  cut  in  heart  attack  risk  for  lapsed  smokers  was  also 
reported.  The  heart  disease  control  program  provides  professional,  tech- 
nical and  financial  help  to  states  in  their  effort  to  reduce  the  death  and 
disability  caused  by  heart  disease. 

The  present  method  of  making  a draft  call  for  doctors  is  outlined  by  the 
National  Advisory  Committee  to  the  Selective  Service  System:  “After  a 
special  call  for  physicians  is  received  by  the  Director  of  Selective  Service 
from  the  Secretary  of  Defense,  the  call  is  allocated  to  the  various  states. 
The  distribution  of  the  call  to  a state  is  deteraained  by  its  percetnage  of 
the  total  number  of  physicians  who  have  been  classified  as  available  for 
induction  in  the  necessary  number  of  age  groups  involved  to  meet  the  call. 
If  ten  percent  is  estimated  as  the  figure  needed  then  ten  percent  of  the 
call  will  be  made  against  your  state,  i.e.,  if  there  are  1000  in  1-A  in  the 
liable  age  group  your  state  will  be  asked  to  supply  100  to  meet  the  call.” 

“All  prescriptions  filled  by  our  hospital  pharmacy  will  contain  the  name 
and  strength  of  the  drug  on  the  label,  unless  the  prescription  specifically 
states  “Do  Not  Label.”  This  policy  is  in  accordance  with  the  recommen- 
dation made  by  the  American  Medical  Association’s  Council  on  Drugs.” 
H.  E.  Block,  Col.,  U.S.A.F.,  Commander,  Dover  Air  Force  Base. 

Of  Floyd  I.  Hudson,  M.D.,  was  installed  as  president;  Gerald  A.  Beatty, 
M.D.,  was  elected  President-elect;  Robert  L.  Klingel,  M.D.,  vice-president; 
Joseph  W.  Abbiss,  M.D.,  Secretary;  Allen  D.  King,  M.D.,  Treasurer.  Re- 
elected were  H.  Thomas  McGuire,  M.D.,  Delegate  to  the  AMA;  Leslie 
M.  Dobson,  M.D.,  Alternate-Delegate;  Victor  D.  Washburn,  M.D.,  Dele- 
gate to  the  Delaware  Academy  of  Medicine.  Elected  Trustees  of  Group 
Hospital  Service,  Inc.,  are:  William  D.  Cooper,  M.D.,  Seaford;  Edmund 
G.  Laird,  M.D.,  Wilmington;  Robert  R.  Layton,  Jr.,  M.D.,  Dover;  Charles 
Levy,  M.D.,  Wilmington;  H.  Thomas  McGuire,  M.D.,  New  Castle,  and 
Karl  S.  Russell,  M.D.,  Wilmington. 
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(z^uxiliary  czM’Halrd 


Profile  Of  Our  President 


Mrs.  James  T.  Metzger 


Our  petite  and  energetic  Auxiliary  presi- 
dent, Mrs.  James  T.  Metzger,  brings  a valu- 
able background  of  both  community  and  aux- 
iliary experience  to  her  present  high  office. 

Active  on  both  the  state  and  county  levels 
for  many  years,  she  served  two  terms  as  re- 
cording secretary  and  two  as  bulletin  chair- 
man for  the  state.  At  the  same  time  she 
maintained  her  interest  in  the  county  group 
acting  as  hospitality,  sewing  and  bulletin 
chairman. 

A native  of  New  Kensington,  Pennsylvania, 
Louella  McConnaughy  Metzger  met  her  plas- 
tic surgeon  husband  while  she  was  an  educa- 
tion major  at  the  University  of  Pittsburgh. 
Married  during  the  medical  school  days,  the 
Metzgers  lived  in  many  states  before  settling 
in  Delaware.  The  moving  around  was  neces- 
sary for  duty  in  the  Navy,  residency  training 
and  several  years  at  Duke  University. 

Now  living  in  suburban  Liftwood,  they  have 
two  teen-age  daughters.  Deedee,  19,  is  now 
in  her  sophomore  year  at  Mt.  Holyoke  Col- 
lege. Dottie,  thirteen,  is  an  eighth  grade 


student  at  Tower  Hill  School  in  Wilmington. 
With  two  sports-minded  daughters  and  a 
husband  who  is  an  avid  sailor,  “Mac”  says 
she  is  the  non-athletic  member  of  the  family. 
She  enjoys  sewing  and  knitting,  and  is  pres- 
ently working  on  a hooked  rug  for  her  home. 

Her  willingness  to  take  a joh  and  do  it  well 
makes  her  an  effective  member  of  both  the 
troop  committee  for  the  Girl  Scouts  and  the 
program  planning  group  for  the  Brandywine 
YWCA.  Recently  Mrs.  Metzger  successfully 
undertook  the  very  large  task  of  Chairman 
for  Wilmington  Garden  Day,  the  annual  tour 
of  homes  and  gardens  in  the  Wilmington  area 
sponsored  by  three  episcopal  churches. 

Presidency  of  an  organization  is  not  new 
to  “Mac”  Metzger.  She  called  the  meeting 
to  order  as  president  of  the  Appalachee  Civic 
Association.  Appalachee  is  an  old  Indian 
name  that  spelled  backward  means  Boothbay 
Harbor,  Maine  where  the  family  spends  the 
summer  months.  Metzger  is  an  old  medical 
name  that  for  us  tspells  a successful  year 
ahead! 
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TO  THE  MEDICAL  SOCIETY  OF  DELAWARE 


Presented  on  October  26,  1963,  Delaware  Academy  of  Medicine 


WiLLiARD  F.  Preston,  M.D. 


FELLOW  PHYSICIANS,  MEMBERS  OF  THE  MEDI- 
CAL SOCIETY  OF  DELAWARE,  DISTINGUISHED 
GUESTS: 

The  bylaws  of  the  Medical  Society  of  Dela- 
ware require  the  incumbent  in  office,  as  Presi- 
dent, to  deliver  his  presidential  remarks  at 
this  time  in  the  annual  meeting  program. 
The  bylaws  do  not  designate,  however,  the  na- 
ture of  topics  to  be  presented  nor  the  time  al- 
lotted. One  might  infer  that  it  might  be  in- 
tended as  an  opportunity  for  the  President  to 
give  the  society  an  account  of  his  stewardship 
or  an  apologia  for  his  failings  during  his  term 
in  office.  Accordingly  then — and  with  defer- 
ence to  the  excellent  scientific  program  which 
will  continue  afterwards — the  presidential  re- 
marks will  be  characterized  by  brevity. 


It  has  been  an  esteemed  honor  and  privilege 
for  me  to  have  been  permitted  by  my  col- 
leagues and  fellow  physicians  to  serve  as  the 
one  hundred  and  twelfth  president  of  the 
Medical  Society  of  Delaware.  This  experience 
has  given  me  an  opportunity  to  meet  and 
know  many  of  you  more  intimately  and  to  ap- 
preciate your  worth,  your  skills,  medical 
judgments  and  abilities — which  accounts  for 
the  superior  type  of  medicine  practiced  in  this 
state — that  the  citizens  of  Delaware  are  so 
fortunate  to  have  and  which  should  be  and  is 
appreciated. 

I am  indebted  to  the  official  family  of  this 
Society — Dr.  Levy,  Vice  President,  Dr.  Abbiss, 
Secretary  and  Dr.  Howard,  Treasurer — for  the 
excellent  cooperation  that  they  have  given. 

Also,  I am  indebted  and  deeply  appreciative 
to  our  executive  secretary,  Mr.  Lawrence  Mor- 
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ris — our  assistant  executive  secretary,  Mrs. 
Westfall — and  Mrs.  Dowd  of  the  executive 
staff — for  the  very  efficient  and  satisfactory 
manner  in  which  all  of  the  details  of  the  busi- 
ness of  the  Society  has  been  accomplished 
during  the  past  year. 

During  this  year  the  Medical  Society  has 
been  concerned  with  implementation  of  the 
Kerr-Mills  Bill  and  with  the  establishment  of 
a fee  schedule  for  the  care  of  the  aged  in  the 
State  who  are  over  age  65  and  are  on  relief. 
Dr.  W.  O.  LaMotte,  Jr.,  and  his  committee, 
with  the  cooperation  of  the  Department  of 
Public  Welfare  were  able  to  reach  a satis- 
factory agreement  and  get  this  Plan  in  opera- 
tion for  a pilot  study  which  should  be  of  value 
for  the  future. 

The  Committee  on  Prepayment  Insurance 
Plans  met  with  Blue  Cross  representatives  on 
several  occasions  and  with  national  representa- 
tives of  Blue  Shield  to  establish  a suitable 
program  for  medical  and  surgical  services. 
Prospects  for  a satisfactory  and  equitable  fee 
scale  are  most  promising.  They  have  likewise 
met  with  executives  of  General  Motors  to  dis- 
cuss a medical  service  plan — further  study  will 
be  necessary.  A special  committee  was  ap- 
pointed to  meet  with  Labor  and  Union  repre- 
sentatives concerning  the  establishment  of  a 
clinic  for  the  purpose  of  medical  services 
contemplated  in  the  new  apartment  building 
under  construction  here  in  Wilmington.  No- 
thing definite  evolved  but  the  representatives 
of  Labor  were  impressed  and  surprised  with 
the  constructiveness  of  the  opinions  and  atti- 
tudes of  organized  medicine  relative  to  their 
problems.  They  had  not  fuUy  considered  the 
problems  that  would  be  entailed  in  trying  to 
give  24  hours’  medical  coverage  so  that  if 
anything  is  forthcoming  it  is  more  likely  to 
be  in  the  form  of  a diagnostic  clinic.  To 
single  out  any  particular  committee  or  chair- 
man for  honors — would  be  extremely  difficult 
since  all  of  the  committees  functioned  so  ef- 
fectively. 

The  Society  is  greatly  indebted  to  the 
Chairmen  and  members  of  all  Standing  and 
Special  committees  for  their  accomplishments 
under  some  trying  situations.  We  offer  our 
sincere  thanks. 


Before  taking  office  I was  surprised  to  learn 
that  I would  be  required  to  submit  material 
for  the  President’s  Page  in  the  Medical  Jour- 
nal— with  a deadline  on  the  eighth  day  of 
the  preceding  calendar  month.  In  the  Medical 
Society  of  Delaware  the  President-elect  has 
the  unique  privilege  of  writing  the  President’s 
Page  one  month  before  he  takes  over  the 
office.  However,  this  duty  proved  to  be  a most 
pleasant  one  and  I wish  to  express  my  ap- 
preciation to  Dr.  Clagett,  Editor  of  the  Medi- 
cal Journal,  and  his  staff  for  their  kindly  co- 
operation and  for  the  space  that  I was  allowed 
on  what  seemed  to  me  to  be  pertinent  topics — 
but  which  sometimes  were  lacking  in  brevity, 
for  which  I apologize. 

During  the  past  year,  the  American  Medi- 
cal Association  placed  considerable  emphasis 
on  public  relations  particularly  at  state  and 
county  levels.  It  was  suggested  that  the 
medical  profession  unite  with  other  profes- 
sional organizations  such  as  the  state  Bar  As- 
sociation, the  state  Dental  Association,  Society 
of  Architects  and  Engineers,  State  Pharmaceu- 
tical and  Educational  Associations  and  Rev- 
erend clergy  and  state  Charmbers  of  Com- 
merce— to  establish  rapport — so  that  with 
united  strength — they  might  work  for  the  ad- 
vancement of  professional  groups  in  the  broad 
areas  of  legislation,  education,  public  relations, 
business  services  and  techniques. 

During  the  past  year — an  attempt  was  made 
to  follow  these  suggestions  of  the  AMA 
through  the  space  in  the  Medical  Journal 
which  was  allotted  to  the  President. 

Of  particular  concern  to  the  medical  pro- 
fession has  been  the  difficulty  experienced  by 
our  qualified  applicants  to  fill  existing  medical 
school  classes  — for  the  past  decade  — and 
which,  it  is  feared,  may  continue  to  exist  for 
the  next  ten  or  fifteen  years.  With  the  pres- 
ent rate  of  population  growth  it  is  anticipated 
that  a very  alarming  deficiency  in  the  number 
of  physicians  will  obtain.  In  an  attempt  to 
correct  this  deficiency  and  replenish  the  ranks, 
recruitment  programs  have  been  recommended 
by  the  American  Medical  Association;  student 
loans  at  national  and  state  levels  have  been 
established,  and  career  programs  in  High 
School  and  Colleges  have  been  initiated. 
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The  loss  of  qualified  young  people  from 
medicine  to  other  scientific  fields  of  endeavor 
is  thought  to  be  the  result  of  the  better  op- 
portunities which  industry  offers.  Qualified 
candidates  in  the  graduating  classes  of  col- 
leges have  been  interviewed  by  representatives 
of  industry  and  have  been  offered  scholarships 
for  post  graduate  education  and  eventual  em- 
ployment at  an  attractive  salary  with  fringe 
benefits  such  as  insurance  and  retirement  com- 
pensation. These  attractions  in  comparison 
to  what  a career  in  medicine  offers  just  might 
be  factors  to  be  considered  as  a cause  of  the 
decrease  of  the  number  of  applicants.  Some 
have  questioned  the  wisdom  of  providing  extra 
incentives  to  induce  qualified  young  people 
to  adopt  medicine  or  other  scientific  careers 
because  of  the  possible  loss  to  the  nation  of 
potential  poets,  artists,  political  scientists  and 
theologians. 

Recently  Mr.  Crawford  Greenwalt — a highly 
respected  citizen  of  Delaware — chairman  of 
the  Board  of  E.  I.  DuPont  Company,  issued 
a warning  about  “the  current  rush  to  science.” 
In  an  address  before  the  members  of  the  So- 
ciety of  Chemical  Industry  he  said,  “Creative 
ability  is  something  with  which  one  is  en- 
dowed at  birth.  It  cannot  be  induced  if  the 
proper  genes  or  chromosomes  are  absent.  To 
push  hard  for  more  scientists  there  will  be 
either  one  of  two  results;  scientific  quality 
will  suffer  or  some  other  area  will  be  deprived 
of  its  creative  people.  It  would  seem  that  the 
much  wiser  course  would  be  to  assume  that 
all  of  our  young  people  who  are  motivated  to- 
ward science  would  move  in  that  direction,  and 
if  society  is  left  alone  it  will  take  care  of  the 
balance  between  disciplines  automatically.” 
Some  members  of  the  medical  profession  feel 
that  this  warning  should  be  likewise  applied 
to  medical  science  and  that  things  would  right 
themselves  without  extra-ordinary  incentives. 

However,  qualified  young  people  interested 
in  medicine  as  a career  (unlike  those  inter- 
ested in  other  disciplines  as  a career)  should 
be  fully  aware  of  the  length  of  time  required 
to  obtain  a medical  degree  serve,  an  internship 
and  residency,  become  established  in  practice. 
In  addition  to  the  physical  wear  and  tear, 
the  mental  strain  and  responsibility,  the  so- 


called  hardships  (inseparable  from  the  calling) 
all  of  which  require  the  future  physician  to 
have  the  love  of  the  profession  in  his  heart 
if  he  is  to  be  happy  in  the  practice  of  medicine. 

For  these  reasons — I believe  that  a quasi- 
recruitment at  least  may  be  necessary — to 
stimulate  a particular  area  of  young  qualified 
person’s  intellectual  activity  to  develop  the 
necessary  qualifications  and  have  the  desire 
to  accept  medicine  as  a career. 

Since  man  is  largely  an  imitative  creature 
— the  example  of  the  prototypes  of  good  psy- 
sicians  can  be  a mighty  stimulus  to  the  re- 
cruitment of  qualified  young  people — with  just 
sufficient  pre.ssure  applied — not  at  the  expense 
of  another  discipline — nor  to  do  a disservice — 
but  to  secure  young  people  with  attributes 
which  are  special  and  perhaps  necessary  for  a 
career  in  medicine. 

This  year  in  office  as  President  of  the  Medi- 
cal Society  of  Delaware  has  been  extremely 
pleasant.  During  the  year  I visited  each  of 
the  three  county  societies  and  was  pleased 
with  their  scientific  programs  and  appreciated 
their  hospitality.  I was  invited  and  attended 
the  annual  meetings  of  the  Medical  Societies 
of  Pennsylvania,  New  Jersey  and  Maryland. 
The  scientific  sessions  were  excellent  and  their 
hospitality  was  genuine  and  beyond  my  ex- 
pectations. I am  happy  that  we  have  with  us 
for  our  annual  meeting  the  Presidents  of  the 
Medical  Societies  of  Pennsylvania  and  Mary- 
land— and  I regret  that  the  President  of  the 
Medical  Society  of  New  Jersey  was  unable  to 
attend.  We  hope  that  their  visit  with  us  will 
be  most  enjoyable.  I would  like  Dr.  Flan- 
nery, President  of  the  Medical  Society  of 
Pennsylvania  and  Dr.  Boyer,  President  of  the 
Medical  and  Chirugical  Faculty  of  Maryland, 
to  come  to  the  podium  to  be  recognized. 

Again  I thank  the  members  of  the  Medical 
Society  of  Delaware — for  the  honor  and  privi- 
lege of  serving  as  President  of  the  Medical 
Society  of  the  “First  State” — which  is  my  na- 
tive state — and  in  particular  for  the  marvelous 
support  which  I have  received  from  the  entire 
membership  during  my  tenure  of  office.  I 
am  most  grateful  to  all  of  you. 
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The  174th  Annual  Session  of  the  House  of  Dele- 
gates, Medical  Society  of  Delaware,  was  called  to 
order  at  2:00  o’clock  p.m.,  Sunday,  October  13,  1963, 
in  the  Treadway  Inn,  Dover,  Delaware,  Dr.  William 
F.  Preston,  President,  presiding. 

Secretary  Abbiss  took  the  roll  call  and  a quorum 
was  declared. 

The  minutes  of  the  1962  session  were  accepted  as 
published  in  the  Delaware  Medical  Journal. 

The  President:  The  Council  has  been  authorized 
by  the  House  to  present  an  award  on  behalf  of 
the  Society  in  recognition  of  distinguished  service 
to  the  medical  profession  or  to  the  public.  Three 
names  were  submitted  in  alphabetical  order  and 
a ballot  was  taken.  Dr.  James  E.  Marvil,  Laurel, 
received  the  majority  of  votes  and  became  the 
Society’s  1963  recipient  of  the  Distinguished  Service 
Award. 

The  President:  The  Treasurer’s  Report  will  now 
be  given. 

REPORT  OF  THE  TREASURER 

SUMMARY  OF  OPERATIONS 

A.  CALENDAR  1962 

1.  Receipts 

Receipts  for  calendar  1962,  exclusive  of  AMA 
dues  and  Blue  Cross-Blue  Shield  premiums, 
wh  ich  by  their  nature  involved  offsetting  lia- 
bilities, were  $27,809.91,  realized  from  the  fol- 
lowing sources: 


Dues  $21,770.00 

Banquet  1,580.00 

Exhibit  fees  1,042.50 

Dividends  & Interest  1,695.28 

Misc.  categories 

(Under  $500  each)  1,722.13 


$27,809.91 

2.  Disbursements 


Disbursements  totalled  $32,678.00.  Categories 
of  expenditures  were  as  follows: 

Personnel  cost  (salaries, 
payroll,  tax,  hospitaliza- 
tion for  secretary,  only)  ..  $13,70710 


Delaware  Academy  of 
Medicine  , 

1.  Annual  contribution  ..  $ 2,100.00 

2.  Final  payment,  pledge 

to  Building  Fund  2,011.26  4,111.26 

Medical  Scholarships  ....  2,000.00 

Journal  Subscriptions  ....  1,165.50 

Office  expense  (includ- 
ing Tel  & Tel,  printing, 

stationery,  postage)  3,116.52 

Travel  and  Expense  (in- 
cluding AMA  annual  and 
clinical  sessions,  local 
travel  and  speakers’  ex 


pense)  2,991.01 

Annual  Meeting  2,805.21 

Health  Fair  Exhibit  1,496.95 

General  operation  (in- 
cluding audit  expense, 
bonding,  subscriptions 

and  minor  contributions)  1,284.45 


$32,678.00 

3.  Discussion 


Gross  deficit  for  1962  was  $4,868.09.  However, 
of  this  amount  $1,540  was  realized  from  and 
held  at  interest  by  the  Delaware  Medical  Jour- 
nal. The  Building  Fund  contribution  to  the 
Academy  of  Medicine  was  voted  by  the  House 
of  Delegates  in  1958  from  the  Society’s  reserves. 
It  was  founded  at  that  time  by  a $2,000  cash 
contribution,  and  by  eight  $1,000  U.S.  Treasury 
notes,  two  of  which  have  been  turned  over  to 
the  Academy  in  each  year  from  1959  to  1962. 
Although  charged  in  the  audit  to  1962,  this 
contribution  does  not  represent  a valid  expense 
of  1962  operation. 

Finally,  the  $1,496.95  spent  for  the  Health  Fair 
Exhibit  was  authorized  by  the  Council  from 
the  reserve  funds,  and  in  this  sense  is  not 
chargeable  against  1962  receipts.  With  these 
corrections,  the  excess  of  receipts  over  expendi- 
tures was  $180.12. 

This  is  not  to  say  that  more  money  was  not 
spent  than  was  realized  in  1962,  for  it  was. 
The  excess,  however,  was  specifically  authorized 
for  specific  purposes. 
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4.  Summary  Of  Assets,  December  31,  1962 


Face  Value  Book  Value 

and/or  Shares  12-31-62 


Bonds 

7,000 

U.S.  Savings  bonds,  series  J. 
dated  October  1953,  due  Oc- 

tober  1965 

5,040.00 

Stocks 

158 

Shares 

Bank  of  Delaware,  capital, 
par  $10.00 

2,473.00 

60 

Shares 

Continental  American  Life 
Insurance  Co.,  par  $10.00 

1,130.50 

40 

Shares 

E.  I.  duPont  de  Nemours  & 
Co.,  $4.50  pfd.,  no  par 

4,741.03 

70 

Shares 

Farmers  Bank  of  the  State 
of  Delaware,  capital,  par  $5 

2,800.00 

15 

Shares 

Hercules  Powder  Co.  5% 
pfd.,  par  $100.00 
Balance  operating  account 

1,804.55 

12-31-62 

3,083.63 

$21,072.71 

B.  CALENDAR  1963,  January  1,  September  30 

1.  Receipts 

Receipts,  including  AMA  dues,  per  budget,  but 

excluding  Blue  Cross-Blue  Shield  premiums 

were  $52,162.53,  realized  from  the  following 

sources: 

Dues  $28,942.00 

AMA  Dues  17,710.00 

Scholarship  Assessments  2,005.00 

Journal  Subscriptions  1,206.00 

Realized  interest  (disregarding  ac- 
cruals)   577.05 

Annual  Meeting  Receipts  845.00 

Reimbursed  Expense  284.84 

Miscellaneous  592.64 


$52,162.53 

2.  Disbursements 

Through  September  30,  disbursements  totalled 
$45,385.87,  in  the  following  categories: 


AMA  dues  $17,745.00 

Academy  of  Medicine, 

Annual  Contribution  2,100.00 

Medical  Scholarships  ....  2,000.00 

Journal  Subscriptions  ....  1,104.00 

Salaries,  net  10,663.34 

Withholdings,  and  pay- 
roll taxes  (including 
Medical  Journal,  to  be 

reimbursed)  4,111.02 

Office  Expense  314.04 

Travel  & Expense  Reim- 
bursement   844.62 

Printing,  postage,  and 

stationery  620.55 

Telephone,  Telegraph  ....  394.31 


Direct  Committee  Exp.  198.15 

Miscellaneous,  (including 
memberships,  minor  con- 
tributions, and  direct  an- 
nual meeting  through 

September  30)  860.63 

Non-recurring  expense 
Office  remodeling 
(plastering,  painting)  ..  863.00 

Office  remodeling 
(const.,  refurnishing)  ..  1,320.22 

Legal  research,  judicial 
procedure  on  malprac- 
tice)   250.00 

Grant,  Welfare  Council  ..  1,000.00 

Grant,  APA  Study  300.00 

Filing  Cabinets  296.99 

Academy  of  Medicine 
proportionate  share  of 
new  air-conditioning  unit  400.00 


$ 4,430.21 

Total  Disbursements  to  date  ..  $45,385.87 


3.  Discussion 

It  is  notewoi’thy  that  major  items,  particularly 
AMA  dues,  are  contra  items.  Exclusion  from 
receipts  and  disbursements  of  AMA  dues,  schol- 
arship assessments  and  Journal  subscriptions 
would  produce  receipts  of  $31,241.53  and  dis- 
bursements of  $24,536.87,  which  places  the  two 
totals  in  somewhat  more  accurate  perspective. 

4.  Reserves 

No  change  has  been  made  in  the  reserve  state- 
ment since  12-31-62,  except  that  the  Society 
has  received  a 10%  stock  dividend  from  Bank 
of  Delaware,  and  the  operating  fund  has 
changed  in  accordance  with  the  receipts  and 
disbursements  above. 

The  report  was  accepted. 

The  President:  Next  we  have  the  report  of  the 
Executive  Secretary,  Mr.  Morris. 

REPORT  OF  THE 
EXECUTIVE  SECRETARY 

There  was  a time,  and  it  wasn’t  very  long  ago, 
when  the  activity  of  the  smaller  medical  societies 
was  pretty  well  confined  to  an  annual  meeting  and 
possibly  to  the  production  of  a journal.  This  made 
it  fairly  simple  to  assess  the  value  of  the  society; 
the  journal  was  informative  or  it  wasn’t,  and  the 
annual  meeting  taught  something  or  it  didn’t.  The 
problems  of  medicine  in  the  social  structure  were 
relatively  more  simple,  and  most  of  the  special 
problems  which  proliferate  today  were  largely  un- 
heard of.  There  was  no  committee  to  advise  a union 
on  how  to  build  a health  facility.  There  was  no 
Advisory  Board  to  guide  the  state  government  in  an 
indigent  care  program.  There  was  no  committee 


December,  1963 


309 


Delaware  Medical  Journal 


that  spent  dozens  of  hours  working  on  a prepayment 
program,  so  that  union,  management,  administration 
and  physician  might  each  satisfy  its  need  and  still 
preserve  the  interest  of  the  others.  Nor  was  there 
need  for  a committee  to  consider  how  the  doctor 
could  best  salvage  the  fruits  of  his  labor  to  retire 
in  reasonable  comfort.  And,  indeed,  none  of  these 
committees,  all  of  which  are  active  today,  were  in 
existence  as  recently  as  two  years  ago. 

One  result  of  this  trend  is  that  more  and  more 
of  the  society’s  work  consists  of  specialized  com- 
mittees working  on  technical  problems — not  tech- 
nical in  the  medical  sense,  but  technical  in  that 
they  require  a particular  knowledge  of  a law,  or  a 
union-management  situation,  or  a social  need.  And 
one  result  of  this  is  that  it  becomes  harder  and 
harder  for  the  membership  to  properly  evaluate  the 
organization.  This  meeting  of  the  House  of  Dele- 
gates represents  the  one  chance  during  the  year 
for  each  of  the  committees  to  air  its  problems  be- 
fore representatives  of  the  whole  Society,  and  to 
offer  its  work  for  your  consideration. 

Kerr-Mills  Program 

There  are  two  recurrent  statements  regarding  the 
implementation  of  the  Kerr-Mills  Bill  in  Delaware. 
One  is  that  Kerr-Mills  is  not  working  in  Delaware; 
the  other  is  that  Kerr-Mills  is  working  in  Delaware. 
This  creates  some  difficulty  since  paradoxically, 
neither  is  wholly  true  nor  wholly  false.  It  would 
perhaps  serve  a legitimate  purpose  to  discuss  Dela- 
ware’s position  with  relation  to  the  Kerr-Mills  Bill 
and  the  Medical  Society’s  role  in  that  position. 

The  Kerr-Mills  Act  is,  really,  an  amendment  to 
the  Social  Security  Act,  which  includes  a prior 
amendment  of  seven  or  eight  years’  standing — the 
old  age  assistance  program.  The  OAA  program 
provided  for  purchase  by  a state,  with  assistance 
from  the  federal  government,  of  medical  and  hos- 
pital care  for  its  citizens  receiving  old  age  pensions 
thi'ough  the  Welfare  Department.  Kerr-Mills 
amended  this  by  increasing  the  funds  available  to 
the  state  to  implement  this  program,  and  somewhat 
broadening  the  application  of  those  funds.  Kerr- 
Mills  also  provided  for  a second  phase— the  medical 
aid  to  the  aged  phase — MAA  which  provided  for  a 
similar  program  of  medical  care  for  persons  over 
65  years  of  age  who  do  not  ordinarily  participate  in 
the  welfare  program,  but  who  are  unable  to  bear 
the  cost  of  medical  care  in  addition  to  the  ordinary 
costs  of  living. 

At  the  time  of  Kerr-Mills  passage,  Delaware  was 
one  of  about  eight  states  which  had  no  medical  care 
program  of  any  kind  through  which  the  state  pur- 
chased care  for  older  citizens  who  needed  it  By 
implementing  the  OAA  section  of  the  law,  which 
has  taken  place  since  the  last  meeting  of  this 
House  of  Delegates,  Delaware  has  complied  with 
one  phase  of  the  Kerr-Mills  amendment.  To  the 


extent  that  MAA  has  not  been  implemented,  Dela- 
ware does  not  participate  as  fully  as  it  might. 

There  are  definite  reasons  for  this.  It  has  been 
a joint  recommendation  of  the  Medical  Society,  the 
Welfare  Council,  the  Association  of  Delaware  Hos- 
pitals, and  the  Delaware  State  Labor  Council  that 
the  Department  of  Public  Welfare  implement  a 
medical  care  program  on  the  OAA  basis  (only)  as  a 
starting  point,  and  establish  appropriate  administra- 
tive machinery  and  cost  estimates  before  proceeding 
to  the  much  more  complex  MAA  phase.  It  is  the 
Medical  Society’s  stated  intention,  and  perhaps  that 
of  the  other  organizations  involved,  to  try  for  im- 
plementation of  the  MAA  phase  after  experience 
has  been  accumulated. 

Meanwhile,  the  Department  of  Welfare  has  estab- 
lished a Medical  Advisory  Board,  on  which  the 
Society  is  well  represented,  which  has  guided  the 
OAA  implementation.  The  Department  has  shown 
a fine  spirit  of  cooperation  with  the  medical  pro- 
fession in  establishing  its  program.  This  has  been 
an  excellent  demonstration  of  the  value  of  local 
administration,  which  hopefully  will  continue  until 
a program  can  be  established  for  all  of  those  people 
over  65  years  of  age  who  are  unable  to  bear  the 
costs  of  illness  from  their  own  resources. 

Liaison 

Not  covered  by  any  one  committee’s  report,  but 
an  activity  of  considerable  importance,  has  been 
the  Medical  Society’s  participation  as  a representa- 
tive of  the  individual  physician  in  appropriate  affairs 
within  the  state. 

The  Society  has  been  a sponsor,  financially  and 
otherwise,  of  the  American  Psychiatric  Association’s 
study  of  mental  institutions  in  Delaware.  The  ob- 
jective has  been  to  provide  outside  guidance  and 
advice  to  everyone  concerned,  without  rancor,  and 
with  due  regard  for  the  very  substantial  contribu- 
tions made  by  various  individuals  within  the  state 
hospital  system.  There  is  now  in  progress  a program 
to  follow  up  this  study,  with  the  objective  of  apply- 
ing its  results  to  the  improvement  of  patient  care. 
The  Society  continues  to  be  represented  in  this 
activity,  and  will  lend  every  effort  to  a proper 
implementation  of  the  APA  results. 

Also  of  importance,  and  the  recipient  of  a $1000 
starting  grant  from  the  Society,  has  been  a project 
of  the  Welfare  Council  of  Delaware  to  provide  a 
central  planning  agency  for  health  matters  within 
the  state.  This  has  involved  the  establishment  of 
a separate  department  of  the  Welfare  Council  to 
deal  with  health  matters.  This  department  can  be 
expected  to  work  closely  with  the  Medical  Society 
and  other  appropriate  agencies. 

The  malpractice  screening  panel,  result  of  a 
highly  successful  liaison  program  with  the  State 
Bar,  has  handled  several  cases  during  the  past 
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year  and  appears  to  be  earning  the  respect  of  both 
Medical  Society  and  Bar  Association.  The  panel  is 
proving  of  real  value  in  keeping  spurious  suits  from 
going  to  court,  with  the  resulting  unjust  loss  of 
time  and  reputation  on  the  part  of  the  innocent 
defendant.  At  the  same  time  it  is  contributing 
to  justice  by  facilitating  the  prompt  settlement  of 
just  claims. 

Relations  with  labor  continue  to  develop  cautiously 
but  well.  This  year,  the  Society  was  asked  by  the 
State  Labor  Council  to  review  a proposal  for  estab- 
lishing a union  health  facility  in  Wilmington.  The 
two  groups  were  able  to  meet  cordially,  and  to 
discuss  forthrightly  the  best  way  to  meet  the  needs 
of  union  patients  and  supplement  available  medical 
resources. 

Representatives  of  the  Society  have  also  met  twice 
with  representatives  of  the  United  Auto  Workers,  to 
discuss  that  Union’s  desire  for  better  prepayment 
programs.  One  result  of  these  discussions  has  been 
a new  indemnity  program  to  be  written  by  the 
Metropolitan  Life  Insurance  Co.,  which,  while  it 
may  not  appear  perfect  to  either  party,  appears  to 
have  met  some  major  objectives  of  each.  On  one 
hand,  the  Union  will  have  substantially  improved 
indemnification  of  its  medical  expense,  while  the 
individual  physician  will  retain  the  right  to' "set 
his  own  fee. 

Relations  with  the  State  Osteopathic  Society, 
which  are  discussed  in  considerable  detail  in  the 
report  of  the  Committee  on  Public  Laws,  remain 
reasonably  cordial.  The  Society,  by  making  in- 
creased opportunities  for  postgraduate  education 
available  to  the  osteopathic  physician,  is  making  a 
contribution  to  the  public  health,  and  is  also  giving 
its  members  an  opportunity  to  evaluate  osteopathic 
physicians,  in  accord  with  the  action  of  this  House 
in  1961. 

Liaison  with  the  State  Dental,  Nursing  Home, 
and  Nurses’  Associations  continues  through  the 
Joint  Council  to  Improve  the  Health  Care  of  the 
Aged,  an  activity  in  which  these  groups  have  been 
involved  for  several  years  now. 

Delaware  Medical  Journal 

For  the  first  time  in  several  years,  the  Delaware 
Medical  Journal  has  reversed  the  increase  in  its 
losses.  Advertising  revenue,  the  book’s  major  source 
of  income,  declined  again,  but,  bolstered  somewhat 
by  increased  local  advertising,  the  drop  was  held 
to  less  than  $500,  minor  by  the  $13,000  experience 
of  the  previous  two  year  period.  Meanwhile  total 
production  costs  were  trimmed  $1800.  The  loss 
for  the  year  was  $4,157.56  gross,  or  $2,177.56,  after 
giving  effect  to  a contribution  of  $1980  to  the 
overhead  of  the  Society. 

Two  major  steps  have  been  taken  by  the  Publica- 
tions Committee,  which,  between  them,  should  result 


in  the  Journal’s  breaking  even  for  the  coming  year. 

In  March,  at  Dr.  Clagett’s  repeated  insistence, 
the  Publications  Committee  agreed  to  the  sus- 
pension of  the  Editor’s  salary  until  such  time  as 
the  Journal,  by  reason  of  increased  revenues,  can 
afford  to  resume  it. 

In  September,  the  Budget  Committee  drafted  a 
proposal,  which  is  incorporated  in  its  report,  to 
carry  the  rent  and  overhead  of  the  Journal  from 
the  general  revenues  of  the  Medical  Society,  as  is 
done  for  other  committee  activity. 

This  would  result  in  a $1000  reduction  in  Journal 
expenditures,  with  the  Journal  still  carrying  its 
own  personnel  costs.  The  combination  of  these  two 
steps,  if  you  adopt  the  latter,  will  save  the  Journal 
$4,085,  when  applied  to  a 12  month  period.  If  the 
decline  in  advertising  receipts  can  be  checked,  and 
the  cost  of  production  held  even,  this  should  ap- 
proximately eliminate  the  deficit  for  the  fiscal  year 
1963-1964. 

The  Society’s  Roster,  which  has  ordinarily  been 
published  every  other  year,  was  resumed  this  year 
after  the  omission  of  the  1961  edition.  You  received 
it  as  a supplement  to  the  September  issue  of  the 
Journal. 

Keogh  Law 

In  1963  the  long-awaited  Keogh  Law  became 
available.  It’s  important  to  note,  however,  that 
while  the  law  itself  has  been  effective  all  year,  the 
IRS  regulations  governing  it  have  been  published 
less  than  a month.  This  law  proposes  to  equalize 
opportunity  for  self-employed  persons  to  arrange 
post-retirement  income,  by  offering  a tax-deferrment 
comparable,  or  roughly  so,  to  that  available  under 
the  corporate  pension  law.  The  Society  has  under- 
taken a study  to  see  what  could  and  should  be 
done  for  the  members  through  a group  application 
of  the  law. 

A number  of  things  have  immediately  emerged 
from  this  study.  The  first  is  that  while  the  Keogh 
Law  as  finally  passed  by  the  Congress  is  highly 
complex  and  highly  restrictive,  and  differs  very 
considerably  from  the  corporate  pension  laws,  it 
does  offer  a genuine  opportunity  in  individual  cases. 
Conversely,  there  are  a number  of  physicians  who 
cannot  benefit  from  it.  A survey  conducted  by  the 
Society  shows  a majority  interest  in  participation, 
and  a significant  number  for  whom  there  are  real 
tax  benefits,  completely  aside  from  the  systematic 
saving  feature. 

The  Society’s  approach  to  a group  plan  was  well 
under  way,  when  it  was  considerably  complicated 
by  the  rather  unexpected  decision  of  the  AMA  to 
write  a Keogh  plan  on  a national  basis.  Realizing 
that  this  was  a matter  of  extreme  importance,  in- 
volving the  financial  security  of  a number  of  mem- 
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bers,  the  Society  found  itself  confronted  with  these 
conflicting  responsibilities: 

1.  A responsibility  to  meet  the  need  of  a number 
of  physicians  for  a well  conceived,  legally  and 
financially  sound  instrument  to  implement  the 
Keogh  Law. 

2.  A responsibility  not  to  preempt  the  AMA  plan, 
with  its  presumed  economies  of  operation  based 
on  much  larger  size,  for  those  physicians  for 
whom  this  will  be  the  better  choice. 

3.  A responsibility  to  consider  the  need  that  will 
certainly  exist  for  personal  service  to  the  in- 
dividual physician  which  is  almost  necessarily 
precluded  by  a large  plan,  and  which  will 
probabbly  not  be  available  as  an  adjunct  to 
the  AMA  plan. 

It  appeared  that  an  ideal  solution  would  be  a 
supplementary  program  on  an  optional  basis  which 
could  be  combined  with  the  AMA  program,  which 
will  be  relatively  less  flexible.  However,  regulations 
of  the  Internal  Revenue  Service  appear  to  limit 
participation  to  only  one  plan.  This  will  probably 
force  the  Committee  to  choose  between  no  plan  at 
all  and  an  integrated  fixed  dollar — equity  dollar 
program. 

The  staff  has  been  involved  in  more  than  20 
meetings  during  the  past  year  to  explore  various 
plans  and  to  resolve  the  problems  they  create. 
Partly  because  the  Internal  Revenue  Service’s  regu- 
lations have  been  so  recently  published,  it  has  been 
impossible  for  the  Committee  on  Medical  Economics 
to  arrive  at  a firm  conclusion.  Consequently,  the 
Committee  in  its  report  will  recommend  that  no 
action  be  taken  at  this  time  by  the  individual 
physician.  However,  there  is  a very  important 
difference  between  no  decision  and  a decision  to 
take  no  action.  The  Committee  has  worked  and 
worked  hard,  and  its  recommendation  for  no  action 
is  a result  of  considerable  study  in  this  field. 

Blue  Shield  Group  Disability  Insurance 

In  passing,  let  me  comment  on  the  Medical 
Society’s  other  programs  for  the  doctor’s  personal 
financial  needs  and  convenience. 

The  Blue  Shield  Group  continues  to  grow.  It 
had — at  the  end  of  September — 305  members,  with 
$42,320.76  in  annual  billings.  The  program  has  the 
dual  effect  of  providing  a fringe  benefit  (at  the 
physician’s  option)  for  members’  personal  employees 
and  thereby  aids  in  attracting  and  keeping  the 
best  possible  assistants.  It  also,  no  less  importantly, 
results  in  a considerable  saving  in  premium  dollars 
to  the  individual  member.  This  saving  is  approxi- 
mately $45,  post-tax,  for  the  family  extended  contract 
— the  most  commonlj'  held  contract.  The  Society 
has  also  had  for  the  past  10  years  a group  disability 
income  policy.  There  is  now  under  consideration  a 


new  rate  and  benefit  table  which  would  result  in  a 
substantially  more  attractive  plan  to  younger  physi- 
cians, while  guaranteeing  older  physicians  who  are 
already  covered  that  there  will  be  no  increases  in 
premium  and  no  decreases  in  benefit. 

Group  life  insurance  is  not  presently  written  by 
the  Society.  This  is  largely  because  of  feeling  on 
the  part  of  prior  Medical  Economics  Committees 
that  specialty  societies  and  county  medical  societies 
filled  the  need  reasonably  well.  Recently,  however, 
we  have  had  inquiries  about  group  life  insurance 
and  we  are  certainly  able  and  willing  to  make  this 
coverage  available  if  there  is  any  substantial  in- 
terest on  the  part  of  the  membership. 

Assistant  Executive  Secretary 

The  increased  budget  available  to  the  Society 
this  year  has  made  possible  the  acquisition  of  Mrs. 
Jeannette  W.  Westfall  as  assistant  executive  secre- 
tary. Mrs.  Westfall,  who  comes  to  the  Society  from 
the  Public  Relations  Department  of  the  duPont  Co., 
was  selected  from  well  over  a dozen  applicants,  and 
began  work  in  early  May.  While  her  full  value 
will  not  show  until  committee  activity  hits  its  full 
Fall  stride,  her  contribution  is  already  of  major 
importance.  She  has  assumed  the  management  of 
the  Blue  Cross  group,  which  was  in  need  of  closer 
supervision  than  it  could  possibly  be  given  with 
a staff  of  two.  This  has  resulted,  among  other 
things,  in  a conversion  of  the  group  from  quarterly 
to  monthly  control,  giving  much  better  service  to 
changes  and  new  members.  She  has  also  made  it 
possible  to  get  the  Health  Column  project  under- 
way. The  columns  are  now  being  offered  weekly 
newspapers,  and  will  become  a regular  feature  of 
many  of  them  within  a month.  She  has  been  valu- 
able in  many  other  ways,  and  this  value  will  increase 
as  she  becomes  more  familiar  with  the  Society. 

I would  like  to  call  to  your  attention,  too,  the 
continuingly  fine  editorial  work  of  Mrs.  Melita  A. 
Phillips,  assistant  editor  of  the  Journal,  which  still 
holds  the  most  recent  award  of  the  State  Medical 
Journal  Advertising  Bureau  as  one  of  the  best- 
produced  state  journals  in  the  country.  I want,  too, 
to  commend  the  effort  and  devotion  of  the  Society’s 
staff  secretary,  Mrs.  Winifred  S.  Dowd,  whom  you 
knew  as  Mrs.  Donnelly  until  her  recent  marriage. 

Finally,  may  I express  my  own  appreciation  to 
the  officers  and  members  of  the  County  Medical 
Societies  for  their  hospitality  and  courtesy  when 
I have  visited  them,  and  to  the  members  of  the 
Medical  Society  of  Delaware  for  their  cooperation 
and  help  during  the  year  past. 

Respectfully  submitted, 
LAWRENCE  C.  MORRIS,  JR. 

Executive  Secretary 

The  report  was  accepted. 
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The  President:  The  next  order  of  business  will 
be  the  reports  of  the  Standing  Committees.  First 
is  the  committee  on  the  budget,  Dr.  Howard. 


REPORT  OF  THE 
BUDGET  COMMITTEE 


The  Com.mittee  on  Budget  has  met,  reviewed 
the  expenses  and  income  of  the  Society  for  the 
year  past  and  the  audit  report  for  calendar  1962, 
and  has  discussed  the  needs  of  the  Society  for  the 
year  to  come.  We  recommend  adoption  of  the 
budget  for  calendar  1964. 


RECEIPTS 

Dues  $31,500.00 

Scholarships  2,100.00 

AMA  Dues 18,000.00 

AMA-1%  collection  rebate  180.00 

Exhibits  700.00 

Dividends  & Interest  1,600.00 

DMJ  overhead  contribution  980.00 

Banquet  1,400.00 

TOTAL  


$56,460.00 


CONTRA 

AMA  Dues  18,000.00 

AMA  Dues  rebate  180.00 

Scholarships  2,100.00 

DMJ — Subscriptions  1,260.00 


Working  Balance 


$21,540.00 

$34,920.00 


DISBURSEMENTS 

PERSONNEL 

Salaries  $20,600.00 

Payroll  Taxes  500.25 

Hospitalization 70.04 


(Stenographer  only) 

OFFICE  OPERATION 
Contribution  to  Academy 


of  Medicine  $ 2,100.00 

Printing,  Postage,  Sta- 
tionery   1.500.00 

Telephone  & Telegrams  750.00 

Typewriter  460.00 

Audit  400.00 

Miscellaneous  250.00 


TRAVEL  AND  EXPENSE 

AMA  Delegate  $ 850.00 

AMA-MSEA  Conference  500.00 

AMA  Institute  165.00 

Local  500.00 

Contingency  350.00 


ANNUAL  MEETING 

Stenotyping  $ 150.00 

Printing  200.00 

Prospectus  50.00 

Supper,  House  of  Dele-  150.00 
gates  150.00 


$21,170.29 


$ 5,460.00 


$ 2,365.00 


Banquet  1,200.00 

Banquet  Entertainment  ..  500.00 

Guest  Speakers  450.00 

Rent  of  Hall  1.50.00 

Freight  Charges  100.00 

Wiring  50.00 

Porters  50.00 

Clerical  Help  45.00 

Janitorial  Help  25.00 

$ 3,120.00 

SUBSCRIPTIONS,  CONTRIBUTIONS  and  DUES 
AMA  Aces  and  Deuces  Dues  $ 40.00 

Conference  of  Presidents  of 

State  Medical  Societies  ..  25.00 

Medical  Society  Executives 

Association  10.00 

Delaware  State  Chamber  of 

Commerce  50.00 

Delaware  State  Science 

Fair  50.00 

Shearon  Legislative  Service  12.50 

$ 187.50 

Operations  of  Committees  $ 1,617.21 


Additon  to  Reserve  $ 1000.00 


The  Committee  calls  to  your  attention  the  re- 
vision of  the  Committee  Operation  portion  of  the 
budget.  In  years  past,  it  has  been  the  custom  to 
appropriate  a given  amount  of  money  for  each 
committee.  This  has  proved  impractical  and  unwise, 
since  it  is  impossible  to  foretell  15  months  in  ad- 
vance the  extent  to  which  any  given  committee’s 
activities  will  require  funds.  We  have,  therefore, 
allocated  a specific  amount  for  committee  activities, 
with  the  thought  that,  under  the  supervisions  of 
the  Council,  each  committee  can  draw  on  this  al- 
locations as  funds  arc  needed. 

Respectfully  submitted 
JOHN  W.  HOWARD,  M.D.,  Chairman 

The  report  was  accepted. 

The  President:  Next  is  the  Medical  Education  re- 
port, Dr.  Lang,  please. 

REPORT  OF  THE 
COMMITTEE  ON  EDUCATION 

In  my  report  of  last  year  I pointed  out  that  this 
committee  could  not  fulfill  its  mission  unless  its 
membership  was  enlarged,  preferably  with  indi- 
viduals interested  in  Medical  Education.  With  a 
committee  of  three  members,  all  of  them  busy,  it 
is  impossible  to  even  undertake  a suiwey  of  our 
educational  needs.  I would  again  strongly  urge  a 
committee  with  representation  from  each  of  the 
hospitals  in  the  state.  I believe  that  the  problem 
of  continuing  education  of  the  practicing  physician 
is  one  of  the  most  important  to  face  our  profession. 
An  active  committee  provided  with  the  necessary 
funds  to  function  properly  may  be  the  best  invest- 
ment this  Society  has  ever  made. 
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Most  of  the  time  and  effort  of  this  committee  in 
the  past  year  was  devoted  to  the  presentation  of 
a Symposium  on  Peptic  Ulcer  Disease  held  in  March 
1963  at  the  Delaware  Academy  of  Medicine.  We 
had  an  attendance  of  approximately  150.  Out  of 
state  visitors  accounted  for  25%  of  this  total.  It 
was  a source  of  some  regret  that  attendance  from 
Kent  and  Sussex  Counties  was  almost  non-existent. 
We  have  continued  with  the  Radio  Conferences  from 
the  Pennsylvania  Hospital  and  arrangements  for  the 
coming  years  have  been  completed. 

Respectfully  submitted, 
LEONARD  P.  LANG,  M.D.,  Chairman 

The  report  was  accepted. 

The  President:  Next  is  the  Program  Committee, 
Dr.  Flinn. 

REPORT  OF  THE 
COMMITTEE  ON  THE  PROGRAM 

A copy  of  the  program  for  this  year’s  Annual 
Meeting  has  been  mailed  to  each  member  of  the 
Society. 

Respectfully  submitted, 
LEWIS  B.  FLINN,  M.D.,  Chairman 

The  report  was  accepted. 

The  President:  Next  is  Public  Laws,  Dr.  LaMotte. 

REPORT  OF  THE 
COMMITTEE  ON  PUBLIC  LAWS 

The  Committee  on  Public  Laws  held  two  formal 
general  meetings  during  the  past  year,  and  num- 
erous individual  consultations  with  other  groups 
and  persons.  The  membership  of  the  committee 
changed  during  the  year  due  to  the  resignation  of 
Dr.  James  Beebe,  Jr.,  who  felt  he  could  not  give 
adequate  time  to  justify  his  continued  participation. 
Dr.  William  Vandervort  was  appointed  to  be  his 
replacement. 

Most  of  the  activities  concerned  legislation  on  a 
state  level.  Owing  to  a widespread  lack  of  interest 
on  a national  basis  in  Social  Security  financing  of 
health  care  for  the  aged,  very  little  has  been  under- 
taken in  this  area  in  Delaware  during  1963.  Mem- 
bers of  the  committee  and  others  in  the  society 
did  participate  in  a National  Legislative  Conference 
on  this  subject  held  in  Chicago  in  April,  sponsored 
by  the  AMA.  As  a result  the  committee  has  been 
encouraging  the  County  societies  to  undertake  the 
implementation  of  Operation  Hometown,  the  1963 
version  of  grass  roots  education  on  the  issues  in- 
volved in  federal  medicine  as  exemplified  by  HR 
3920,  the  King-Anderson  bill  of  the  88th  Congress. 
In  addition,  the  committee  has  contributed  to  the 
the  preparation  of  testimony  showing  no  need  in 
Delaware  for  Social  Security  financed  health  care 
for  the  aged,  this  testimony  is  to  be  submitted  on 
the  behalf  of  the  society  to  and/or  before  the 
House  Ways  and  Means  Committee  later  this  fall. 


Specific  state  legislative  issues  considered  include 
the  following; 

House  Bill  No.  5 An  act  to  amend  Title  18,  Dela- 
ware Code,  relating  to  “insurance”  by  redefining 
the  term  “insurance  company.”  The  intent  of  this 
bill  is  to  place  Group  Hospital  Service,  Incorpor- 
ated under  the  jurisdiction  of  the  insurance  com- 
missioner. Group  Hospital  Service,  Inc.,  is  not 
under  such  jurisdiction  because  it  is  considered  to 
be  a voluntary  prepayment  plan  rather  than  insur- 
ance. The  committee  has  recommended  that  the 
Society  oppose  this  bill  because  of  its  potential 
interference  with  the  elasticity  now  enjoyed  by  the 
plan  in  developing  new  programs  in  response  to 
demonstrated  needs  of  the  community.  To  date 
active  opposition  has  not  been  necessary  since  the 
bill  is  still  in  committee. 

Senate  Bill  23  An  act  to  amend  Title  14,  Delaware 
Code,  relating  to  education,  by  providing  scholar- 
ships for  students  pursuing  courses  of  higher  edu- 
cation not  available  in  state  institutions.  The 
Committee  recommended  that  the  Society  aprove 
equalization  of  educational  opportunities  for  students 
of  this  state  as  compared  with  those  of  other  states, 
and  therefore  should  approve  the  principle  of  Senate 
Bill  23.  This  bill  subsequently  passed  the  Senate 
but  has  been  deferred  by  the  House. 

Optometric  Legislation: 

During  the  past  year  the  optometrists  have  sought 
the  cooperation  of  the  society  in  three  areas: 

(1)  A preliminary  proposal  to  permit  certain  op- 
tometrists to  use  topical  anesthesia  in  “the  diag- 
nosis of  the  human  eye”  Such  proposal  was  op- 
posed by  the  committee  and  has  not  to  date  ap- 
peared as  a definite  legislative  item 

(2)  A bill  to  amend  Title  24,  Delaware  Code, 
stating  that  for  purposes  of  disability  insurance, 
workmen’s  compensation,  standard  health,  acci- 
dent, sickness  and  other  insurance,  if  the  optome- 
trist is  authorized  by  law  to  perform  the  particular 
service,  he  shall  be  entitled  to  compensation  for 
his  service 

The  committee  had  approved  similar  legislation 
for  Chiropody,  and  could  find  no  reason  why  the 
society  should  oppose  it  for  optometry  This 

legislation  has  subsequently  passed  both  houses 

and  become  law 

(3)  House  Bill  No  377 — An  act  to  amend  Title  24, 

Delaware  Code,  providing  that  the  Court  of 
Chancery  shall  have  jurisdiction  over  any  violation 
of  the  optometric  code  in  actions  brought  by  the 
State  Board  of  Examiners  in  Optometry,  the  Dela- 
ware Optometric  Association,  Inc.,  or  the  Attorney 
General  of  the  State  of  Delaware  Legal  precedent 
has  established  that  the  Court  of  Chancery  does 

not  now  have  jurisdiction  in  this  area.  Such 

legislation  would  provide  optometry  with  access 
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to  Civil  rather  than  Criminal  courts  in  actions 
brought  as  described.  The  Committee  is  not 
certain  of  the  need  for  such  a change  and  would 
be  inclined  to  oppose  it,  but  has  made  no  definite 
recommendation  on  the  position  the  Society 
should  take  at  this  time.  This  bill  is  still  in 
committee. 

Osteopathic  Legislation: 

At  the  present  time  osteopathic  physicians  are 
licensed  in  Delaware  to  practice  medicine  and  sur- 
gery exactly  as  are  physicians  with  an  M.D.  degree. 
The  examinations  for  this  license  are  also  the  same 
except  for  one  part  in  which  M.D.’s  are  quizzed  on 
materia-medica,  while  D.O.’s  are  quizzed  on  the 
principles  of  osteopathy.  The  licenses  which  are 
issued  are  different,  however,  in  that  the  osteopaths 
are  licensed  to  practice  “osteopathy”  while  M.D.’s 
are  licensed  to  practice  “medicine  and  surgery.” 
Furthermore,  the  Board  of  Medical  Examiners  in- 
cludes no  osteopathic  physicians  as  a regular  mem- 
ber, but  the  state  osteopathic  society  selects  one  of 
its  members  to  sit  with  the  board  on  matters  con- 
cerning osteopathy.  During  the  past  year  the  state 
osteopathic  society  has  been  seeking  to  develop 
legislation  to  change  existing  law  in  three  ways: 

(1)  Eliminate  the  difference  in  the  examinations 
so  that  all  who  apply  for  licensure  to  practice 
medicine  and  surgery  take  exactly  the  same  ex- 
amination. Our  society  has  taken  the  position 
of  approval  of  such  a change. 

(2)  Eliminate  the  differences  in  the  license  itself 
so  that  the  licensing  provisions  be  identical  with 
respect  to  both  M.D.’s  and  D.O.’s,  except  that 
they  be  identified  as  such,  should  be  indicated 
somewhere  on  the  license.  Our  society  has  taken 
no  action  on  this  proposal. 

(3)  Change  the  method  of  selecting  the  osteopathic 
examiner  by  having  him  appointed  by  the  Gover- 
nor. Our  society  has  interpreted  this  change  as 
meaning  an  osteopathic  physician  would  sit  on 
the  board  as  a full  time  member  to  deliberate  on 
all  matters  before  it.  The  committee  referred 
this  proposal  to  the  Council  of  the  Medical 
Society  which  has  felt  it  unnecessary  to  take 
any  action  on  this  proposal  at  this  time  None 
of  these  suggestions  in  reference  to  osteopathy 
has  taken  specific  legislative  form  to  date. 

Senate  Bill  46  and  House  Bill  95 

Both  of  these  bills  were  designed  to  change 
existing  statutes  preventing  the  marriage  of  epilep- 
tics. After  much  consultation  between  legislators 
and  members  of  the  society,  efforts  were  concen- 
trated behind  House  Bill  95,  which  has  subsequently 
become  law.  This  change  in  the  law  simply  re- 
moves epilepsy  from  the  statute,  and  was  supported 
by  this  society  on  the  conviction  that  epilepsy  should 
not  be  considered  as  being  different  from  a great 
many  other  diseases  in  which  the  question  of  mar- 


riage might  or  might  not  be  advisable.  It  was  felt 
that  advice  to  mari'y  or  not  should  be  a medical 
and  individual  matter  between  patient  and  physician. 
It  is  to  the  credit  of  Senator  Evelyn  Lord,  sponsor 
of  Senate  Bill  46,  that  upon  being  advised  of  the 
considered  opinion  of  the  Medical  Society  that 
House  Bill  95  was  from  a medical  point  of  the  more 
desirable,  she  threw  her  full  weight  and  her  support 
behind  this  bill. 

House  Bill  No.  49  This  bill  repealed  all  of  Chapter 
19,  Title  24,  Delaware  Code,  substituting  a new 
chapter  to  provide  for  the  regulation  of  the  practice 
of  nursing:  to  provide  for  a board  of  nursing  and 
to  define  the  powers  and  duties  of  the  board  includ- 
ing licensure  of  practitioners  of  nursing  and  estab- 
lishment of  standards  for  educational  programs 
preparing  for  nursing  practice,  and  to  prescribe 
penalties  for  violations  of  the  provisions  of  the 
act.  In  its  original  form  this  bill  contained  many 
provisions  which  could  not  be  supported  by  your 
society,  but  after  many  consultations  with  represen- 
tatives of  the  nursing  profession  and  others  the 
bill  finally  assumed  a form  which  the  society  felt 
it  should  actively  support.  This  it  did  in  hearings 
before  the  General  Assembly.  The  legislation  has 
since  passed  both  houses  in  acceptable  form  as 
substitute  Bill  184,  and  is  awaiting  the  signature 
of  the  Governor. 

Anatomical  Act — to  provide  unclaimed  dead  bodies 
for  teaching  and  research  purposes  in  approved 
institutions.  This  bill  has  been  in  process  of  de- 
velopment during  the  entire  legislative  year,  and 
has  finally  cleared  the  legislative  reference  bureau 
as  House  Bill  No.  419.  At  the  present  time  a num- 
ber of  changes  and  amendments  are  being  consid- 
ered, largely  as  a result  of  suggestions  from  the 
recently  appointed  Medical  Examiner,  Dr.  Schepers. 
These  suggestions  are  being  studied  by  your  com- 
mittee, and  upon  the  solution  of  several  small  con- 
troversial points,  it  will  recommend  that  the  Society 
support  this  bill  as  a worthwhile  teaching  and 
training  measure. 

Amendment  of  Medical  Practice  Act  regarding 
use  of  title  doctor,  etc.  This  bill  was  created  to 
clarify  the  existing  statute  which  seemed  to  make 
it  illegal  for  a nonmedical  person  to  use  the  title 
Doctor.  The  new  legislation  makes  it  quite  legal 
for  any  person  with  a bonafide  graduate  doctorate 
degree  to  use  the  title  Doctor  unless  such  use  is  in 
relation  to  a health  or  paramedical  interpretation, 
in  which  case  the  use  of  the  title  Doctor  for  all 
except  M.D.’s  and  D.O.’s  must  be  accompanied  by 
an  indication  of  the  discipline  represented.  This 
bill  was  SB  61  and  has  become  law. 

Medical  Examiner  System — Early  in  the  legislative 
session  Senate  Bills  48  and  49  were  submitted  which, 
respectively,  abolish  the  Medical  Examiner  System 
and  reinstated  in  full  measure  the  Coroner’s  System. 
In  a public  hearing  in  the  General  Assembly  mem- 
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bers  of  the  society  testified  against  this  type  of 
legislation  and  at  the  time  of  this  reporting  these 
bills  were  still  in  committee. 

House  Bill  No.  283 — A bill  to  exempt  physicians 
from  civil  liability  when  rendering  emergency  aid 
at  the  scene  of  the  emergency — the  so-called  “Good 
Samaritan”  bill,  a type  of  legislation  already  a part 
of  many  other  state  statutes.  This  bill  is  supported 
by  your  Society  and  has  passed  the  House  but  has 
not  yet  come  before  the  Senate. 

Legislation  to  Authorize  Commercial  Insurance 
Companies  to  join  together  to  offer  to  older  citizens 
of  Delaware  health  insurance  against  financial  loss 
has  been  considered  but  not  formulated.  This  has 
been  accomplished  in  several  other  states  as  a 
means,  by  risk  pooling,  of  offering  lower  cost 
health  insurance  to  the  elderly  without  physical 
exam  and  regardless  of  physical  condition.  This 
proposition  is  still  under  study  in  Delaware. 

Legislation  regarding  “battered  child  syndrome” 

Your  committee  has  been  asked  to  study  the  need 
in  Delaware  for  a law  giving  physicians  legal  pro- 
tection for  reporting  suspected  cases  of  child  beat- 
ing to  the  police.  Model  state  laws  are  under  study 
and  a recommendation  will  subsequently  be  made 
to  the  Society. 

Numerous  other  lesser  matters  were  discussed  and 
considered  by  your  committee  during  the  year.  In 
all  of  these  matters  we  had,  as  in  previous  years, 
the  invaluable  help  and  advice  of  our  Executive 
Secretary,  Mr.  Lawrence  Morris,  without  which 
and  without  whom  this  committee  could  only  func- 
tion in  a superficial  and  nominal  sense.  We  grate- 
fully acknowledge  his  devotion,  dedication,  interest 
and  ability  at  this  time. 

Respectfully  submitted, 
WILLIAM  O.  LaMOTTE,  Jr.,  M.D.,  Chairman 

The  report  was  accepted. 

The  President:  The  next  is  the  report  of  the 
Publications  Committee  in  two  parts.  It  is  recom- 
mended by  the  Council  that  this  be  read  in  full. 
Part  I is  the  Editor’s  Report,  Dr.  Clagett. 

Dr.  Clagett:  Mr.  President,  as  in  the  past  three 
years,  the  Editor’s  Report  has  to  do  with  the  fall-off 
in  advertising,  not  from  the  business  side  of  the 
Journal  but  the  effect  it  has  on  the  makeup  of  your 
individual  copy.  With  the  advertising  material 
curtailed  we  must  also  drastically  curtail  our  text, 
and  we  have  been  trying  to  carry  on  the  depart- 
ments that  you  people  want.  Mrs.  Phillips  gets  all 
of  the  credit.  I have  to  back  Larry  up  on  that. 
She  has  done  a wonderful  job  with  some  of  the 
new  departments,  “In  Brief”  and  departments  intro- 
ducing the  new  members  to  the  Society.  This  is 
your  Journal,  and  just  let  us  know  what  you  want. 


REPORT  OF  THE 
PUBLICATIONS  COMMITTEE 

Publications — Parti 

Report  of  the  Editor 

Gentlemen: 

The  financial  statement  has  been  submitted  by 
the  Business  Manager  and  shows  our  continuing 
problem  to  be  lack  of  advertising.  Because  of  this, 
scientific  text  has  from  time  to  time  been  curtailed. 
This  is  unfortunate  because  some  of  our  members 
obtain  the  impression  that  we  have  an  over-abun- 
dant amount  of  material  and  therefore  hesitate  to 
submit  material  which  otherwise  would  come  to 
this  Journal. 

The  Editorial  Staff  is  planning  to  attend  the 
meeting  of  the  State  Medical  Journal  Advertising 
Bureau  in  Chicago  later  in  October  and  will  par- 
ticipate in  this  meeting. 

Respectfully  submitted, 

A.  HENRY  CLAGETT,  JR.,  M.D.,  Editor 

The  report  was  accepted. 

The  President:  The  Managing  Editor’s  and  Busi- 
ness Manager’s  Report  next. 

Report  of  the  Managing  Editor  and  Business  Manager 

STATEMENT  A — Income  and  Expense 
INCOME 

Advertising  $16,264.61 

Subscriptions  1,284.25 

Single  copy  sales  7.60 

Interest — U.S.  Gov’t  Bonds  87.50 

SMJAB,  Working  Fund  and 

Discount  Rebate  408.27 

Royalty,  Microfilm  sales  .29 

$18,052.52 


EXPENSE 


Printing  costs  

$14,408.16 

Salaries  

5,000.00 

Payroll  Taxes  

170.00 

Postage — Permit  

200.00 

Addressing  and  Mailing  

120.00 

Engraving  

453.87 

Copyright  Deposit  

100.00 

Press  Clipping  Service  

140.00 

Photography  

3.00 

Overhead  Contribution  to 

Medical  Society  of  Del.  .. 

1,980.00 

$22,575.03 

Operating  Loss  $ 4,522.51 

STATEMENT  B — Savings  Account 
Balance  9-1-62  (with  accrued 

interest!  $10,908.75 

Withdrawal  2,000.00 


8,908.75 

Accrued  Interest  364.95 


316 


December,  1963 


House  of  Delegates  Proceedings,  1963 


$ 9,273.70 

STATEMENT  C— Assets  9-1-63 

Operating  Account  $ 736.43 

Savings  Account  9,273.70 

U.S.  Gov’t  Bonds  3,502.38 

$13,512.51 

Dr.  Abbiss:  Is  there  any  type  of  a national  trend 
in  advertising?  Is  there  a rise  coming  or  a fall, 
do  you  think 

The  Executive  Secretary:  I don’t  know.  I wish 
I did.  The  Journal  is  doing  slightly  better  than 
the  average  state  journal  in  holding  its  advertising. 
It  is  not  doing  well,  but  doing  slightly  better  than 
the  average.  I do  think  that  it  is  not  going  to  drop 
off  much  more  because  we  are  now  operating  with 
advertisers  who  I anticipate  are  going  to  stay  with 
us.  The  thing  that  would  help  us  most  is  a good 
promotional  program  for  some  new  products.  I 
can’t  predict  that. 

The  report  was  accepted. 

The  President:  Next  is  the  Report  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  Delaware,  Mrs. 
Charles  F.  Richards,  President  of  the  Auxiliary. 

REPORT  OF  THE  WOMAN’S  AUXILIARY 

TO  THE  MEDICAL  SOCIETY  OF  DELAWARE 

The  Auxiliary  has  accomplished  the  following: 

1.  Planned  and  conducted  a workshop  for  all 
state  and  county  officers  and  committee  chair- 
men. 

2.  Introduced  “Milestones  To  Maturity”  literature 
in  the  high  schools  of  Delaware.  This  was  a 
Mental  Health  project  that  we  are  establishing 
in  cooperation  with  the  Mental  Health  Asocia- 
tion. 

3.  Recruited  and  supplied  auxiliary  members  to 
assist  with  registration  at  the  Post  Graduate 
Course  in  Psychiatry  in  Medical  Practice  which 
was  presented  by  the  Delaware  Academy  of 
General  Practice  and  co-sponsored  by  The 
Mental  Health  Association  of  Delaware. 

■i  4.  Met  frequently  with  Mr.  Morris,  Executive  Sec- 
retary of  the  Medical  Society  of  Delaware  and 
the  Legislative  Committee  of  the  State  Society. 
We  are  helping  promote  Operation  Home  Town. 

The  President  has  attended  the  following  m^eetings 
related  to  the  work  of  this  group: 

Fall  Conference  of  President  and  Presidents-Elect 
of  State  Auxiliaries  Chicago,  Illinois,  Oct.  4,  1962. 

Pennsylvania  State  Annual  Meeting,  Medical 
Auxiliary.  Atlantic  City,  Oct.,  1962. 

Maryland  State  Annual  Meeting,  Medical  Auxil- 
iary., Baltimore,  May  1,  1963. 


New  Jersey  State  Annual  Meeting,  Medical  Auxil- 
iary, Atlantic  City,  May  14,  1963. 

National  Annual  Convention,  Auxiliary,  Atlantic- 
City,  June  16-19,  1963. 

Attended  many  county  auxiliary  meetings. 

Presided  at:  1.  All  Board  Meetings.  2.  Annual 
Convention — Oct.  26,  1963. 

Reported  to  the  House  of  Delegates  to  the  Medical 
Society  of  Delaware,  Dover,  Delaware,  October  13, 
1963. 

Supplied  National  Headquarters  with  all  required 
reports  and  report  forms. 

Furnished  material  for  two  articles  for  “Auxiliary 
Affairs.” 

Respectfully  submitted, 
MRS.  CHARLES  RICHARDS,  President 

The  President:  Thank  you,  Mrs.  Richards.  I am 
sure  that  the  members  of  the  House  of  Delegates 
are  fully  aware  of  the  very  excellent  and  wonder- 
ful achievements  that  our  Woman’s  Auxiliary  has 
accomplished  during  the  past  year,  not  only  for 
local  but  on  a national  level,  which  finds  them  among 
the  top  leaders  of  the  other  auxiliaries  in  the  United 
States.  So  I will  entertain  a motion  that  we  adopt 
her  report  with  our  particular  thanks  and  apprecia- 
tion. 

(A  motion  was  made  and  seconded  and  carried.) 

The  report  was  accepted. 

The  President:  Next  we  have  the  reports  of 
Special  Committees.  We  will  have  the  same  condi- 
tions, either  reading  by  title  or  in  full.  First,  Ad- 
visory to  the  Woman’s  Auxiliary. 

REPORT  OF  THE  ADVISORY  COMMITTEE 
TO  THE  WOMAN’S  AUXILIARY 

The  committee  has  consulted  with  the  officers  of 
the  Auxiliary  on  a continuing  basis  about  their 
problems  during  the  past  year.  We  want  to  call 
the  attention  of  the  House  to  the  outstanding  work 
done  by  the  Auixilary  and  to  the  debt  of  gratitude 
the  Society  owes  them. 

Respectfully  submitted, 
CHARLES  F.  RICHARDS,  M.D.,  Chairman 

The  President:  We  will  hear  from  Dr.  Allen  King. 

REPORT  OF  THE 
COMMITTEE  ON  AGING 

It  was  generally  agreed  by  the  committee  that 
the  problems  of  the  aged  are  more  social,  economic 
and  psychological  than  medical,  and,  consequently, 
that  our  time  should  be  spent  on  studying  these 
aspects  of  the  situation. 
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From  an  economic  point  of  view  the  Social  Se- 
curity regulations  came  up  for  study.  These  limit 
the  amount  a recipient  may  earn  without  a reduction 
in  his  social  security  payments,  and  so,  create  some 
barrier  to  greater  earning  capacity.  The  Committee 
felt  that  if  these  regulations  could  be  changed  to 
permit  a greater  earning  capacity  in  addition  to  the 
social  security  payments  that  the  economic  situation 
of  the  aged  would  improve. 

It  was  unanimously  agreed  that  the  House  of 
Delegates  of  the  Society  be  asked  to  place  itself 
on  record  as  urging  elimination  of  the  Social  Se- 
curity wage  ceiling,  or,  at  least,  urging  that  it  be 
raised. 

A study  was  made  of  the  St.  Louis  plan  for  the 
indigent  aged.  Under  this  plan  cards,  which  are 
recognized  by  the  physicians,  are  issued  to  patients 
by  the  medical  society,  entitling  the  holder  to  a 
percentage  discount,  based  on  need,  from  the  nor- 
mal fees.  There  was  serious  doubt  whether  this 
plan  was  either  necessary  or  particularly  desirable 
in  Delaware.  However,  if  there  is  any  interest  in 
this  plan,  further  discussion  of  it  would  be  wel- 
comed by  this  committee. 

Because  many  of  the  problems  of  the  aged  tend 
to  lead  to  a feeling  of  insecurity,  it  was  felt  that 
there  was  a need  for  more  well  managed  and  at- 
tractive custodial  homes  which  tend  to  provide 
security  for  the  older  person.  The  committee  felt 
that  if  more  personnel  could  be  encouraged  to 
enter  nursing  and  therapy,  more  of  such  homes 
would  become  available. 


Dr.  Paulshock  made  an  extensive  study  of  the 
“Availability  and  Training  at  present  of  Aides  for 
Nursing  Homes.”  Her  conclusions  were  that  chan- 
nels for  adequate  training  of  nurses  aides  are  gen- 
erally available  in  the  northern  part  of  the  state, 
although  they  could  be  improved  upon  and  could 
be  better  publicized  in  order  to  attract  more  people. 
The  committee  decided  to  refer  this  report  to  the 
Joint  Council  on  Aging  with  the  thought  that  an 
improved  program  could  be  worked  out  by  the 
Board  of  Health  and  the-  Department  of  Education 
and  that  such  a program  would  be  made  generally 
available  throughout  the  state,  with  special  em- 
phasis on  those  areas  which  have  not  had  such  a 
program. 

Respectfully  submitted 
ALLEN  D.  KING,  M.D.,  Chairman 

The  report  was  accepted. 

The  Executive  Secretary:  I point  out  that  if  you 
accept  this  report  you  in  effect  pass  a resolution 
calling  for  an  increase  in  the  amount  of  money 
that  Social  Security  recipients  can  earn  without 
losing  part  of  their  benefits. 

The  report  was  accepted 

The  President:  We  will  now  here  the  report  of  the 
AMA  Education  and  Research  Foundation  Commit- 
tee. 

Part  II  will  appear  in  the  January,  1964  issue. 

The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical  Society 
office  and.  is  available  to  members  for  reference. 


IN  MEMORY  OF  THOSE  MEMBERS  OF  THE  MEDICAL  SOCIETY 
OF  DELAWARE  WHO  DIED  BETWEEN  THE 
ANNUAL  MEETINGS  OF  1962  AND  1963 

James  Beebe,  Sr.  Virgil  A.  Hudson 

Harrison  L.  Manning  Jerome  D.  Miles 

Thomas  L.  Watson 
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HEALTH  PERSPECTIVES 


It  is  the  duty  of  every  physician  to  keep 
himself  advised  of  the  latest  methods  de- 
veloped to  save  human  life.  The  problems  of 
medical  care  change  with  remarkable  rapidity. 
Social  evolution  calls  upon  us  to  face  up  to 
issues  that  emerge  with  each  new  generation. 
In  the  past  we  have  been  mainly  concerned 
with  the  invasion  of  the  human  body  by  agents 
such  as  bacteria,  viruses  or  other  parasites. 
Doctors  have  worked  with  sanitary  engineers 
and  epidemiologists  in  pointing  out  ways  to 
handle  situations  which  may  be  hazardous  to 
the  health  of  persons,  families  or  communities. 

Increased  life  expectancy  extends  human 
life  into  the  later  decades  where  the  individual 
or  the  community  may  become  aware  of  the 
possible  effect  of  agents  of  low  toxicity.  This 
is  in  contradistinction  to  the  acute  diseases 
which  have  been  largely  overcome.  Fumes 
and  discharges  from  industries  and  munici- 
palities may  contaminate  large  volumes  of  air 
and  water.  Exhaust  from  millions  of  motor 
vehicles  become  entrapped.  Insecticides  im- 
properly used  may  be  a problem. 

There  appears  to  be  a characteristic  in 
human  beings  which  tends  to  depreciate  the 
importance  of  daily  hazards  that  are  substan- 
tial and  to  magnify  unusual  threats  irrespec- 
tive of  the  remoteness  of  their  effect.  Almost 
daily  we  see  death  and  physical  disability 
from  causes  which  we  have  the  knowledge  to 
prevent.  People  and  communities  may  ignore 
this  and  express  great  anxiety  over  the  pos- 
sibility of  some  remote  and  low  toxic  agent 
bringing  disability  or  disease. 

This  would  imply  to  the  thinking  physician 
that  our  perspective  is  sometimes  not  par- 
ticularly good.  In  my  opinion  this  may  well 


be  applied  in  the  instance  of  the  health  hazards 
purported  to  be  cau.sed  by  the  increasing  uses 
of  radioactive  sources.  The  tendency  to  re- 
gard ionizing  radiation  exposure  as  something 
different  from  other  environmental  health 
problems  is  tremendously  overemphasized  in 
the  matter  of  nuclear  fallout. 

The  fact  that  the  military  in  the  early 
phases  of  the  nuclear  age  showed  us  the  pos- 
sibility of  high  intensity  exposure  has  brought 
about  too  general  a speculation  that  every- 
thing having  to  do  with  ionizing  radiation  is 
bad.  The  psychology  of  disaster  and  war  has 
produced  some  highly  emotional  opinions  even 
in  scientifically  trained  individuals.  There  is 
an  axiom  which  states,  “That  which  has  the 
power  to  do  good  has  also  the  power  to  do 
harm.”  The  converse  of  this  axiom  may  well 
be  applied  to  ionizing  radiation  no  matter 
from  what  source  it  is  derived. 

The  medical  profession  has  known  for  dec- 
ades that  ionizing  radiation  may  be  carcino- 
genic. We  also  know  that  in  measured  doses 
ionizing  radiation  may  be  helpful.  Let  us  not 
be  misled  by  abstruse  scientific  considerations 
the  interest  of  which  lie  outside  the  scientific 
field.  There  are  many  essential  facts  already 
known  to  the  medical  profession,  and  persons 
v/ho  have  worked  with  atomic  energy  all  are 
well  aware  that  we  are  in  a position  to  live 
with  ionizing  radiation  as  far  as  its  peaceful 
uses  are  concerned.  Who  knows?  It  may  be 
that  a certain  amount  of  ionizing  radiation  is 
essential  for  the  prolonged  existence  of  life 
itself. 
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LONG,  GOOD  SERVICE  OF  DR.  T* 

Dr.  M.  A.  Tarumianz  is  retiring,  and  with 
his  retirement  an  era  will  come  to  an  end. 

Delaware  owes  this  man  much.  Under  his 
guidance,  the  state’s  mental  health  system 
emerged  from  the  dark  ages  into  a position  of 
national  leadership.  He  came  to  Delaware 
in  1918  as  a young  psychiatrist  engaged  in  a 
research  project — and  after  six  months  almost 
left  because  the  conditions  he  had  to  work 
under  were  abominable. 

But  Dr.  T chose  the  other  alternative  avail- 
able to  those  who  are  distressed  with  things 
as  they  find  them;  he  stayed  and  tried  to  im- 
prove them — and  succeeded. 

Over  the  years  he  made  Delaware  State 
Hospital  a model  of  what  a state  psychiatric 
institution  should  be — while  other  states  were 
still  maintaining  “snake  pits.”  Then  he  turned 
his  attention  to  related  fields  and  established 
the  mental  hygiene  clinics  and  the  Governor 
Bacon  Health  Center  for  the  treatment  of 
emotionally  disturbed  children.  It  wasn’t 
until  the  Colony  for  the  Feebleminded  (now 
the  Hospital  for  the  Mentally  Retarded)  at 
Stockley  came  under  state  hospital  supervision 
in  1955  that  a ray  of  light  and  hope  entered 
that  place. 

Indeed,  Dr.  T has  done  much  for  Delaware. 
It  is  indeed  regrettable,  then,  that  he  leaves 
public  life  at  a time  when  the  state’s  mental 
health  program  is  the  subject  of  heated  con- 
troversy. More  regrettable  still,  he  has  him- 
self been  one  of  the  storm  centers  of  that 
controversy. 

At  the  base  of  the  trouble,  we  believe,  was 
Dr.  T’s  reluctance  to  step  aside  gracefully  in 
the  twilight  of  his  career  so  that  others  might 
have  a free  hand  in  carrying  on  from  there. 
The  result  was  an  administrative  tangle  that 
could  obviously  have  been  avoided.  The  snarl 
was  made  virtually  inevitable  by  an  act  of  the 
General  Assembly  before  Dr.  Tarumianz  re- 
tired as  superintendent  of  Delaware  State 
Hospital  in  1961.  That  act  made  him  director 
of  the  mental  hygiene  clinics  and  thereby 
divided  responsibility  for  the  mental  health 
system  between  Dr.  T and  his  successor  at 


the  state  hospital.  Dr.  Charles  K.  Bush. 

The  lines  of  responsibility  were  further 
snarled  when  the  board  of  trustees  retained 
Dr.  T as  its  consultant.  Although  he  resigned 
this  post  last  May,  in  the  wake  of  criticism  j 


board  has  had  difficulty  getting  things 
straightened  out. 


Dr.  Tarumianz,  surely  one  of  Delaware’s 
most  dedicated  and  valuable  public  servants 
of  this  century,  has  served  imaginatively  and 
well.  He  deserves  much  of  the  credit  for 
making  Delaware’s  mental  health  establish- 
ment what  it  is  today.  The  task  of  preparing  | 
it  for  the  future — and  it  is  a big  one — now  j 

passes  to  other  hands. 

^Reprinted  with  permission  from  the  Evening 
Journal,  Wilmington,  Delaware,  December  2,  1963. 

DOCTOR  T 

The  following  personal  recollections  will 
indicate  the  esteem  with  which  Doctor  T was  I 

held  by  his  medical  colleagues.  Your  editor  j 

took  many  opportunities  during  World  War  |: 
II  to  visit  medical  centers  in  England  and 
France  and  upon  hearing  that  he  was  from  |! 
Delaware,  many  of  his  hosts  would  ask  about  | 
Doctor  T and  the  Delaware  State  Hospital.  ■ 

I once  knew  a British  Psychiatrist 
who  had  come  to  Wilmington  specifically  [, 
to  visit  the  State  Hospital  and  Doctor  Taru-  f 
mianz.  His  trip  to  the  United  States  was  i 
entirely  educational  and  he  had  but  two  stops 
— the  Institute  of  Living  in  Hartford  and  the 
Delaware  State  Hospital  While  the  above  I; 
seems  somewhat  like  a testimonial  and  ob- 
viously proves  nothing,  it  does  show  that  Doc-  j' 
tor  T and  the  Delaware  State  Hospital  enjoyed 
a good  reputation  in  far  off  places.  By  the 
same  token,  this  good  reputation  reflected 
upon  the  State  as  a whole. 

There  is  no  question  but  that  the  good  he 
has  done  and  the  excellent  reputation  that  he 
has  given  this  State  in  the  filed  of  psychiatry  i 
far  outweighs  any  recent  unpleasantness.  The 
events  of  the  past  few  years  loom  large  at  the 
moment  but  there  is  no  doubt  that  when 
viewed  by  the  historian  the  monumental 
service  that  Doctor  T.  has  rendered  will  far 
overshadow  any  recent  difficulties. 
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PSYCHIATRY  AS  POSTGRADUATE  EDUCATION 


One  of  the  main  functions  of  the  Delaware 
Academy  of  General  Practice  is  continuing 
postgraduate  education  of  the  practicing  phy- 
sician. This  is  an  effort  to  help  the  doctor 
keep  abreast  of  new  developments.  We  invite 
the  participation  in  this  program  not  only  of 
all  general  practitioners,  but  also  of  specialists 
of  all  categories,  when  the  course  is  in  a field 
other  than  their  own. 

In  the  Spring  of  1963  our  symposium  dealt 
with  “Physical  Medicine  and  Rehabilitation.” 

We  are  just  concluding  a ten-week  lecture 
series  on  “Psychiatry  in  Medical  Practice.” 
The  lecturers  have  all  been  men  who  are  na- 
tionally noted  as  leaders  in  their  specific  fields 
and  came  to  us  from  many  parts  of  the 
country.  Our  audience  has  been  both  numer- 
ous and  varied.  Besides  general  practitioners, 
it  included  many  non-psychiatric  specialists, 
plus  nurses,  clergymen,  attorneys,  psycholo- 
gists, social  workers,  and  physiotherapists.  At 
each  session  there  were  about  fifty  physicians 
plus  seventy-five  to  one  hundred  ancillary  per- 
sons. The  format  was  a lecture  of  one  hour 
followed  by  a question-answer  period  of  one 
hour. 

Although  the  response  of  the  audience  to 
this  program  was  enthusiastic,  we  realize  that 
it  is  only  an  introduction  and  does  not  supply 
to  the  practicing  physician  exactly  what  he 
needs. 

In  January  1964  we  begin  a new  series  of 
Psychiatry  in  Medical  Practice,  weekly  semi- 
nars specifically  for  physicians  and  limited  to 
physicians.  There  will  be  at  least  two  separ- 
ate groups  of  six  to  twelve  doctors  meeting  at 
weekly  intervals,  one  on  Wednesdays  and  one 
on  Thursdays,  from  2:00  to  4:00  p.m.  The 
series  will  be  coordinated  by  Dr.  Harry  Draper 
of  the  Jefferson  Medical  College  and  will  be 
sponsored  by  the  Delaware  Academy  of  Gen- 
eral practice  and  the  Mental  Health  Associa- 


tion of  Delaware.  For  each  group,  each  week, 
two  psychiatrists  from  Dr.  Draper’s  team  will 
come  to  Wilmington  to  conduct  the  seminar; 
one  will  be  the  same  man  each  week  and  will 
provide  continuity  as  the  moderator;  the  other 
psychiatrist  will  change  each  week  and  be  the 
“guest  discussant”  to  help  interject  fresh  idfeas. 
Although  there  will  be  a list  of  subjects,  just 
to  serve  as  a starting  point,  there  will  be  no 
didactic  lectures  and  no  attempt  to  stick  to 
an  assigned  topic.  On  the  contrary,  the  two 
psychiatrists  and  the  physician  students  will 
sit  around  a table  with  coffee,  doughnuts,  and 
complete  informality.  For  two  hours  each 
time  there  will  be  a discussion  on  a clinical 
level  of  problems  which  each  physician  will 
bring  from  his  own  practice.  This  mutual 
airing  of  mutual  problems  under  the  guidance 
of  skilled  psychiatric  teachers  is  certain  to 
bring  rewarding  results. 

The  total  fee  for  this  series  is  a nominal 
thirty-five  dollars  for  a contemplated  eight 
seminars.  The  bulk  of  the  actual  costs  will  be 
underwritten  by  the  National  Institute  of 
Mental  Health.  Here  is  an  opportunity. 

Enrollment  so  far  for  this  series  has  been 
excellent  and  includes  both  general  practi- 
tioners and  non-psychiatric  specialists  of  sev- 
eral widely  different  categories.  There  are  a 
few'  openings  still  available.  To  reserve  a 
place,  write  to  Mr.  Lawrence  Morris,  Execu- 
tive Secretary,  Delaware  Academy  of  General 
Practice,  1925  Lovering  Avenue. 

For  the  second  half  of  1964  we  are  planning 
a third  phase,  a psychiatric  seminar  series  on 
still  a higher  level.  That  is  as  far  as  we  can 
project  the  plan  now.  But  before  that  time 
arrives,  we  shall  be  working  on  our  1965 
courses. 

David  Platt,  M.D. 

Chairman^  Education  Committee 
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Home  Accidents  In  ^ compilation  by  the  U.S.  Department  of  HEW,  of  the  locations  of 

Rate  High  accidental  injuries  in  the  United  States,  results  were  as  follows:  At  Home 

— 44.0%;  While  at  Work — 15.2%;  Motor  Vehicle — 11.9%;  All  others 
29.0%. 

John  M.  Levinson,  M.D.,  Wilmington,  will  teach  and  practice  in  Saigon, 
South  Vietnam,  in  December,  under  the  Obstetric-Gynecology  Program 
sponsored  by  MEDICO,  a Service  of  Care.  Dr.  Levinson  will  participate 
on  the  staffs  of  the  Tu  Du  and  Hung  Vuong  Hospitals  in  Saigon.  Begin- 
ning December  1,  Dr.  Levinson  joins  the  program  that  has  been  provid- 
ing obstetrician-gynecologists  since  March.  The  doctors  volunteer  their 
services  and  pay  transportation  costs  to  the  Southeast  Asian  Country  . . . 
William  H.  C.  Kratka,  M.D.,  and  Howard  Wilk,  M.D.,  Wilmington,  were 
inducted  as  new  Fellows  of  the  American  College  of  Surgeons  at  its  five- 
day  Clinical  Conference  in  San  Francisco  . . . James  C.  Strong,  M.D., 
Wilmington’s  Health  Commissioner  since  May,  1960,  has  been  officially 
commended  for  recent  action  taken  in  the  enforcement  of  codes  in  densely 
populated  areas  of  Wilmington,  by  the  Greater  Wilmington  Development 
Council.  In  a letter  to  the  Council,  the  Mayor  of  Wilmington,  John  E. 
Babiaz,  states,  “We  hope  this  campaign  for  code  reinforcement  will  be 
vigorously  continued.” 

Brief  Briefs  * The  fifth  in  the  series  of  Guides  to  the  Evaluation  of  Permanent  Im- 

pairment, entitled  The  Central  Nervous  System,  is  now  available  and 
has  been  authorized  for  publication  by  the  AMA  Board  of  Trustees.  Like 
all  the  others  in  the  series,  this  guide  has  been  designed  for  use  by 
physicians.  It  is  of  interest,  to  all  concerned  with  medical,  administrative 
or  judicial  aspects  of  programs  for  the  disabled.  A limited  number  of 
copies  of  these  guides  may  be  obtained  without  charge  upon  written 
request  to  the  Committee  on  Medical  Rating  of  Physical  Impairment, 
AMA,  535  North  Dearborn  Street,  Chicago  10. 

Influenza  warnings  have  again  been  issued  by  Dr.  Luther  L.  Terry, 
Surgeon  General  of  the  PHS.  Immunization  should  begin  right  away 
and  be  completed  as  soon  as  possible.  The  Surgeon  General  said  the  flu 
vaccine  for  this  coming  winter  has  been  modified  to  give  greater  pro- 
tection against  the  changing  strains  of  both  (A-2)  and  B types. 

• High  school  and  college  football  players  have  been  cautioned  by  the 
Public  Health  Service  to  wear  mouth  protectors  to  prevent  damage  to 
teeth  during  their  football  practice  and  games.  All  students  have  been 
urged  to  have  a dental  check-up  before  the  football  season  gets  into  full 
swing.  A rule  adopted  by  the  National  Alliance  Football  Committee 
makes  the  wearing  of  the  mouth  protector  mandatory  for  all  football 
players  under  its  jurisdiction. 

• Health  Insurance  Protection  against  the  cost  of  all  doctor  calls  and 
other  non-surgical  care  by  doctors  is  growing  rapidly,  according  to  the 
Health  Insurance  Institute.  The  growth  of  this  coverage  is  one  measure 
of  how  the  American  people  have  materially  broadened  their  health  in- 
surance protection  over  the  past  10  years. 
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News  Notes  On 
The  Hospital  Front 


New  Pamphlets 
Available 


The  average  daily  service  charge  for  a hospital  bed  in  the  United  States 
increased  by  $1  last  year,  rising  from  $18.40  to  $19.40,  reports  the  Ameri- 
can Hospital  Association.  Daily  service  charge  includes  room  accommo- 
dations, meals,  nursing  care,  and  minor  medical  and  surgical  supplies;  it 
does  not  include  operating  room,  x-ray,  or  special  drugs  and  supplies. 
There  was  a wide  range  in  charges — states  in  the  Pacific  Coast  area  av- 
eraged the  highest  charges  for  beds  with  New  England  second.  The 
national  average  charge  for  a two-bed  room  was  $19.30.  The  Philadelphia 
area  averaged  $20.10. 

Hospital  architects  predict  that  astronauts  and  hospital  patients  may  have 
more  than  earthly  origins  in  common.  They  list  several  future  possibilities 
in  new  designs:  a patient  may  some  day  be  hospitalized  in  a space  suit 
to  lietter  control  atmospheric  elements  such  as  temperature,  moisture 
control  and  air  movement;  this  space-suited  patient  may  be  then  wheeled 
into  an  operating  room  in  which  the  oxygen  content  has  been  reduced  by 
carbon  dioxide  to  eliminate  the  hazard  of  fire  or  explosion.  He  may  look 
up  into  the  eyes  of  a surgeon  wearing  an  air  and  pressure-conditioned 
helmet. 

These  new  possibilities  may  well  present  conflicts  to  patients 
who  prefer  a more  humanized  form  of  hospitalization.  The  large  patient 
room  of  today  may  disappear;  beds  may  become  adjustable  to  the  extent 
they  can  be  lowered  to  the  floor;  or  a bed  may  be  converted  to  a fully 
enclosed  air-conditioned  cubicle;  small  simple  wireless  mechanisms  to 
measure  body  functions  may  replace  the  many  electrical  leads  that  now 
must  be  attached  to  the  patient  to  measure  temperature,  blood  pressure, 
respiration,  etc. 

The  ultimate  in  communication  may  be  reached  when  the  doctor  can 
confer  with  his  patient  through  a mind-current  machine  which  would 
enable  the  physician  to  receive  subconscious  messages  from  the  patient 
while  the  patient  is  asleep  or  anesthetized.  (This  may  also  have  its  draw- 
backs! Editor’s  note) 

“Self-Help  Clothing  for  Handicapped  Children,”  a booklet  developed  by 
the  National  Society  for  the  Crippled  Children  and  Adults,  can  be  most 
helpful  in  appropriate  cases.  Copies  are  available  for  purchase  from  your 
local  society,  1324  Market  St.,  Wilmington,  Del. 

Thiee  pamphlets  designed  to  give  the  general  public  a clearer  under- 
standing of  cancer  of  the  breast,  uterus  and  skin  have  been  issued  by  the 
Public  Health  Service.  They’re  the  first  three  in  a revised  series  of  ten 
publications  dealing  with  cancer  of  different  body  sites.  Available 
in  single  copies  from  Public  Health  Service,  they  may  be  pur- 
chased in  quantity  from  the  Superintendent  of  Documents,  Government 
Printing  Office,  Washington  25,  D.C.,  at  5c  per  copy  at  bulk  rates. 

A new  study,  “Health  Insurance  in  Nursing  Home  Care,”  draws  together 
the  latest  information  in  this  complex  and  rapidly  developing  field.  It 
has  just  been  published  by  the  Health  Insurance  Association  of  America 
as  a revision  and  expansion  of  a similar  study  made  in  1958.  Some  of 
the  subjects  covered  are;  The  Nursing  Home,  Developing  Standards, 
Expenditures  for  Nursing  Home  Care,  Relationship  to  Health  Insurance, 
Blue  Cross  Coverage  and  coverage  by  other  types  of  private  health 
insurance. 
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PRESIDENT'S  MESSAGE 


We  begin  a new  auxiliary  year  with  great  enthusiasm  and  hope  Under  the 
guidance  of  Mrs.  Charles  F.  Richards  we  accomplished  much.  But,  if  we  are  to 
keep  our  auxiliary  strong  and  effective  we  must  have  the  care  and  support  of 
each  member.  It  is  only  with  your  PERSONAL  support  that  we  can  fulfill  our 
goal  "Serve  and  Communicate.” 

Louella  McConnaughy  Metzger 


President 

Persident-Elect 

Treasurer 

Corres,  Secretary 

Rec.  Secretary 

One  Year 


Two  Years 


AMA-ERF 

Archives 

Bulletin 
Circulation 
Civil  Defense 
and  Safety 
Community  Service 

Finance 

Health  Careers 
Legislation 
Membership 
Mental  Health 
Program 
Publicity 
Revisions 
Special  Reporter  to 
Delaware  Medical 
Journal  “Auxiliary 
Affairs” 


Kent  County 
New  Castle  County 
Sussex  County 


OFFICERS  1963-1964 

MRS.  JAMES  T.  METZGER,  300  Weldin  Road,  Liftwood,  Wilmington  3,  Delaware 
PO  4-0221 

MRS.  LAURENCE  L.  FITCHETT,  415  Kings  Highway,  Milford,  Delaware.  422-5523 
MRS.  EMERSON  Y.  GLEDHILL,  Burnt  Mill  Road,  Chadds  Ford,  Pennsylvania, 
MA  8-6814 

MRS.  G.  BARRETT  HECKLER,  2625  Longwood  Drive,  Foulk  Woods,  Wilmington  3, 
Delaware.  475-3940 

MRS.  JOHN  W.  BARNHART,  2218  Gilpin  Avenue,  Wilmington  6,  Delaware.  OL  6-6147 

DIRECTORS 

MRS.  CHARLES  F.  RICHARDS  (Past  President)  706  Princeton  Road,  Westover  Hills, 
Wilmington  7,  Delaware.  OL  4-7882 

MRS.  ROBERT  F.  LEWIS,  Old  Meadow  Road,  R.D.,  No.  2,  Box  236,  Seaford,  Delaware 
629-7109 

MRS.  LEMUEL  C.  McGEE,  1504  Woodsdale  Road,  Bellevue  Manor,  Wilmington  9, 
Delaware.  PO  2-2964 

MRS.  JOHN  B.  BAKER,  206  Walnut  Street,  Milford,  Delaware.  422-4821 
MRS.  HAROLD  LAGGNER,  117  W.  Commerce  Street,  Smyrna,  Delaware.  653-7022 

CHAIRMEN  OF  STANDING  COMMITTEES 

MRS.  JOHN  W.  ALDEN,  211  South  Road,  Lindamere,  Wilmington  9,  Delaware 
MRS.  GERALD  J.  SAVAGE,  1602  Talley  Road,  Forest  Hills  Park,  Wilmington  3, 
Delaware. 

MRS.  JOSEPH  J.  DAVOLOS,  1702  Talley  Road,  Forest  Hills  Park,  Wilmington  3, 
Delaware. 

MRS.  ROBERT  WRIGHT,  Box  116,  Greensboro,  Maryland. 

MRS.  DONALD  H.  McGEE,  2524  Deepwood  Drive,  Foulk  Woods,  Wilmington  3, 
Delaware. 

MRS.  JOSEPH  V.  CASSELLA,  4809  Lancaster  Pike,  Sedgely  Farms,  Wilmington  7, 
Delaware. 

MRS.  OSCAR  N.  STERN,  1404  Bancroft  Parkway,  Wilmington  6,  Delaware. 

MRS.  HEWITT  W.  SMITH,  103  Fleming  Street,  Harrington,  Delaware. 

MRS.  J.  LELAND  FOX,  201  Pennsylvania  Avenue,  Seaford,  Delaware. 

MRS.  RICHARD  COMEGYS,  Clayton,  Delaware 

MRS.  DOUGLAS  M.  GAY,  Ewart  Road,  Hockessin,  Delaware. 

MRS.  ALFRED  E.  BACON,  104  Meriden  Drive,  Canterbury  Hills,  Hockessin,  Delaware 
MRS.  H.  THOMAS  McGUIRE,  212  Delaware  Street,  New  Castle,  Delaware. 


MRS.  HOWARD  WILK,  301  Alders  Drive,  Oak  Lane  Manor,  Wilmington  3,  Delaware. 

COUNTY  PRESIDENTS 

MRS.  M.  H.  MIRES,  555  North  State  Street,  Dover,  Delaware. 

MRS.  JAMES  P.  AIKINS,  12  Pelham  Road,  Welshire,  Wilmington  3,  Delaware. 

MRS.  W.  P.  PORTZ,  505  Seabury  Avenue,  Milford,  Delaware. 


324 


December,  1963 


-V* 


I 


f-K 


Delaware  medical  journal* 

v.35»  1963* 


X64-1681 


iDelawaire  medical  journal* 

I v.35,  1963* 

; RETURN  THIS  BOOK  ON  OR  BEFORE  LAST  DATE  STAMPED 


.AY  1 1 TB* 

■ ■ Z s *61 


